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CHILBLAINS NOCTURNAL CRAMPS 


COLD HANDS AND FEET 


and other peripheral vascular disorders 


effectively treated with 


Priscol 


( 2-benz yl-imidazoline hydrochloride) 


Early treatment with Priscol may retard 
the progress of more serious conditions such 


as Buerger’s or Raynaud’s diseases. 


Available as tablets, solution, ampoules and ointment 


CIBA 


*Priscol’ is @ registered trade mark. Reg. user 


CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone: Horsham 4321 + Telegrams: Cibalabs, Horsham 
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AND RECENT BOOKS — 


as NEW 
PARAPSYCHOLOGY 
Frontier Science of the Mind 


NEW PUBLICATIONS 
CHRONIC BRONCHITIS, EMPHYSEMA 





J. B. RHINE and J. G. PRATT 

The time has come for an authoritative book on extra- 
sensory perception and parakinetic phenomena. Drs. 
Rhine and Pratt have between them more years of full- 
time research experience in this field than could be found 
elsewhere —- In this book they introduce the reader 
to the field of parapsychology, define the terms used, 
describe their methods, and summarize the main facts 
accumulated to date. The result is likely to be regarded 
as the definitive treatise on parapsychology for many 
years. 


232 pages 10 illustrations 37s. 6d. 
HIGH ARTERIAL PRESSURE 
F. H. SMIRK 


Throughout this new book the emphasis is on the details 
of therapy and the care of the patient. Professor Smirk, 
whose own original work in the field of hypertension has 
been outstanding, covers all aspects of the disorder, and 
has included an extensive bibliography. His book will be 
welcomed as a major contribution. 


800 pages 95 illustrations 75s. 
THE DIAGNOSIS AND TREATMENT 
OF INFECTIONS 


D. GERAINT JAMES 
‘The book’s clarity conveys practical instructions simp! 
and intelligibly, and its useful tables summarize muc 
valuable information. For students and others who are 
wanting a clear guide to the use of the newer antibiotics 
Dr. James’ book comes at a fortunate moment.’ 


AND COR PULMONALE 


By C. H. STUART-HARRIS and T. HANLEY 


252 pp. with 61 illustrations, some in colour 
42s., post 1s. 3d. 
This monograph seeks to portray something of the natural 
history and clinical patterns of bronchitis as well as to give 
guidance to the practitioner on whom the burden of manage- 
ment and treatment of the disease usually falls. 


FAT CONSUMPTION AND 
CORONARY DISEASE 
An Evolutionary Answer to this Problem 
By T. L. CLEAVE, R.N. 
With a Foreword by Dr. Percy Stocks 

40 pp. 5s., post 4d. 
A monograph which it is hoped will prove helpful to the pro- 
fession in its efforts to combat the great menace that coronary 
disease has become. It should also be helpful to dieticians, and 
others especially interested, since the technical discussions on 


a few of the pages present no hindrance to the complete under- 
standing of the argument involved. 


PAEDIATRICS FOR NURSES 
By ARTHUR E. WATKINS 


Second Edn. 208 pp. with 16 plates. 158., postage 10d. 


The purpose of this book is to present to the nurse the main 
pediatric diseases and problems which-she will meet in her 


training and afterwards. For the new edition a thorough revision 
has been made and two new chapters have been 


JOHN WRIGHT & SONS LTD., BRISTOL 


—The Lancet. 

244 pages 24 tables 30s. 
BLACKWELL 

—————-« SCIENTIFIC PUBLICATIONS ——_— 


























Just published by 
The Year Book Publishers Inc., Chicago: 


THE LOWER URINARY 
TRACT IN CHILDHOOD 


From the Pediatric Clinic of Karolinska Sjukhuset 


By S.R. KJELLBERG, N. O. ERICSSON 
and U. RUDHE 


ALFONA 


For the treatment of Atheroma 





The suppliers wish to advise doctors that 
“ ALFONA ” is now available for samples 
and clinical trials. 

““ ALFONA ” is prepared by replacing 
the butterfat.in milk by a vegetable fat 
complex which contains essential fatty 
acids. The amount of fat is the same as in 
ordinary milk. It is homogenized to give 
optimum digestibility and sterilised for 
longer keeping quality. 

“ ALFONA.”’ is thus a “ milk” free 
from cholesterol and animal fats but con- 
taining essential fatty acids. 


This new book is based on clinical and roentgenologic 
studies of 1155 cases of lower urinary tract disorders 
investigated at the Pediatric Ciinic of Karolinska 
Sjukhuset, Stockholm, Sweden. 

The work was carried out by a team of one urologist 
and two roentgenologists. The objective: to provide 
practical data useful in early diagnosis and prevention 
of severe and lasting damage, including also indica- 
tions for therapy, general guidance on choice, and 
results to de expected. 


1957-74 x 10} 298 pages 762 illus. 126/- 


Distributed in the United Kingdom by 
INTERSCIENCE PUBLISHERS, LTD. @® 


88-90 Chancery Lane, London, W.C.2 


Enquiries to Alfonal Limited, Shell-Mex 
House, Strand, W.C.2 
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Advertised to the Medical Profession only 


THE NEW AEROSOL OF 


NESTOSVL 
ANAESTHETIC OIL 


ANAESTHETIC, ANTISEPTIC, THERAPEUTIC 


A convenient spray for use in Hospitals and 
General Practice. 

Nose and throat departments. To facilitate the pas- 
sage of exploratory instruments. 

Radiology. As a preliminary to bronchoscopy. 
Casualty. Immediate relief in burns and scalds. 
Orthopaedics. Relieves chafing from artificial limbs 
and plasters. 


Gynaecology. Assists relaxation for investigations 
and examination of nervous and pre-marital patients. 
Geriatrics. A soothing spray for painful and broken 
skin of bedridden patients. 

Paediatrics. Greatly facilitates the removal of pain- 
ful dressings by lubricant and anaesthetic action. 


CONTAINS NO COCAINE. EXTREMELY ECONOMICAL 
Basic N.H.S. cost: 7s. 10d. including purchase tax 


BENGUE & CO. LTD. 


MANUFACTURING CHEMISTS 
* ALPERTON - WEMBLEY - MIDDLESEX 







Benzocaine 4:0%, 
Butylaminobenzoate 6-0% 
Resorcin 5-0% 

Hexachlorophene 0-02% 





MOUNT PLEASANT 




















ideal ferrous sulphate treatment for hypochromic anaemia 





Exceptionally well tolerated. 
Rapid absorption. Maximum 


Plesm FSM MM sation. Low con 


Each tablet contains Ferrous Amino- 
acetosulphate equivalent to 50 mgm. of 
Ferrous Iron with | mgm. of Aneurine 


T A B a & 8 Ss Hydrochloride B.P. 


Write for samples and literature. 








Plesmet is the perfect form of oral iron. This raising the hemoglobin percentage from 
new amino-aceto complex of Ferrous Sulphate con- an initial average level of 62 to 73 intwo 
sistently restores high hemoglobin and erythrocyte weeks. 

levels, while being extremely well tolerated, partic- Basic N.HS. Price : 

ularly in cases of pregnancy. Ina recent clinical 100 tablets 2/8 

trial acourse of Plesmet was markedly successful in 1000 tablets 17/6 





"Rade wao™ 


COATES & ' COOPER LTD. PYRAMID WORKS WEST DRAYTON * MIDDLESEX 
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introducing 


ASTHMA 23:D 


Anti-Asthmatic Tablets 


CULO 
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. ix CONTAINING A NEW POTENT 
NS x ANTI-INFLAMMATORY AGENT 


j ZAIN 
Wy 4) \ BG K\ Sh y Peeee Sodium Caffeine-a-naphthyl Acetate pon 
ANS Seta 
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S {\ 2 
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CN) This new substance rapidly reduces formalin-induced oedema 
AV en to normal. It appears that it is this property which quickly 

ots terminates the acute attack and prevents the development ‘of 
tolerance for upwards of two years. Asthma 23-D will be 
found equally valuable in the treatment of acute 


Each 500 mg. Tablet ~ and chronic cases with or -without emphysema. 








New Potent Non- Sodium Caffeine-«- ini H H 
phe ag naphthyl Acetate 17.5 mg. Samples for clinical trial will be gladly sent on 
inflammatory agent Ephedrine HCI B.P. 5 mg. request. 

Broncho-dilators Theophyllipe B.P. 25 mg. 

ee Dried Extract of 

Plain Munle Belladonna BP. 75mg. | Made by CARNEGIES of Welwyn Ltd. 
Relaxant Papaverine HC1 B.P. 5 mg. : . 

aaaieae Shahaattie eae Sen, Manufacturers of finechemicals. Established 1911 

Sole Distributors in the United Kingdom: 








Presentation: 
i eat SAVORY & MOORE LIMITED “TREE OF LIFE’ 
60-61, WELBECK STREET, LONDON, W.1 REGO. TRADE MARK 








Pleasant-tasting, soothing Bromodeine 
contfols coughing without eliminating the 
cough reflex. The bromoform and codeine 
have an anti-spasmodic, sedative effect; 
while congestion and irritation in 

chest and throat are relieved by extracts 
of wild cherry, senega and krameria. 
Bromodeine is suitable for adults and 
children of all ages. 


FORMULA: Bromof. B.P.C. 0-85 %, Codeine 
Hydrochlor. B.P.C. 025%, Krameria, B.P.C., 
Prunus Serotina, B.P.C., Senega B.P.C.. 

as liquid extracts each of 1-14%. 

BOTTLES: 2 oz, 4 02, 16 oz, 80 oz. 

BASIC N.H.S. COST: 1044. per fi. oz. 





THE CROOKES LABORATORIES LIMITED - PARK ROYAL+> LONDON NW10 
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TRADE MARK 


wa \ 
Miasse cream 


in antepartum nipple conditioning 
and postpartum nipple care 


Massé cream contains: 


9-amino acridine and allantoin in a non-greasy, odourless and stainless cream base 





rtho Pharmaceutical Limited 
High Wycombe - England 
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The swinging door 





ha 


ee - and enetine sprained thumb 


to treat with Elastoplast Plaster 





An ill-judged approach to a powerfully sprung swing-door can 
be productive of a variety of minor trauma, a sprained thumb or 
finger perhaps being among the more common. 

Elastoplast Plaster is flesh-coloured, made from light-weight 
cloth, and ideal for on-the-spot strapping and retention of 
dressings. It is far more comfortable and more efficient than a 
rigid plaster. 





To strap a disloceted thumb 
one-inch Elastoplast is used, 
applied spica-fashion. 


El t | t E TOPLAST: elasti 
a S Op a St nh plaster BPC. r = 


2” x 13/2 yds. stretched and 
ELASTIC ADHESIVE PLASTER B.P.C s*'s SB pede, emetciin’ 





(Sen) product SMITH & NEPHEW LTD. WELWYN GARDEN CITY, HERTS. 
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nokot 


STAR @Cawewe tas SO S EN N A 


—in obstetric practice 





Extract from a letter in the BRITISH MEDICAL JOURNAL, 
December 14th, 1957, p.1438 


“ ‘Liquid paraffin interferes with absorption from the gut of carotene and vitamins 
A and D.’(/) The pregnant woman is filled full of vitamin tablets yet so often is pre- 
scribed liquid paraffin.” 

“For three years, apart from advice on diet, I have found it unnecessary to prescribe 
any other laxative than standardized senna (‘senokot’), about which the articles 
(2) already referred to were enthusiastic. The pregnant woman, so difficult to please 
because of nausea, has a choice with regard to this preparation of chocolate granules 
or tablets. And she can go on taking it nightly without ill effect.” 


(1) British National Formulary (1957) 
(2) British Medical Journal, February 23rd, 1957, pp. 436 and 439 


Senokot is entirely British 


SENOKOT is not adver- 


BASIC N.H.S. PRICES RETAIL PRICES : 

(Taz free D.P.s) (Including Taz) tised to the public, has no 

GRANULES: 2 Ib, 21/- 2 oz, 2/10; 6 oz, 7/9 B.P. or N.F. equivaleni, 
TABLETS: 1,000, 16/- 50, 2/5; 200, 7/3 and is prescribed under 


Cost about a halfpenny a dose the N.H.S. 


WESTMINSTER LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 





G1285A 
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I ncreasingly wider use 
















Succinate 


Carlo Erba presents the first 
lyophilyzed water - soluble 
chloramphenicol, Kemicetine 
Succinate, thus making pos- 
sible the parenteral adminis- 
tration (intravenously, intra- 
thecally, intrapleurally, etc.) 
of this antibiotic and greatly 
increasing its range of appli- 
cation. 
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oral depot tablets 


for 
round the clock 


spasmolysis 
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Medical 
~ 


formula: atropine sulph. (0-05 mg.), hyoscyamine sulph. (0-35 mg.), and hyoscine 
hydrobrom. (0.025 mg.), in optimal proportions plus amylobarbitone (65 mg.); all bonded 


to ion-exchange resins. 

advantages: slow release of active ingredients, 12-hour optimal blood levels, 
greatly diminished side effects, convenient night and morning dosage, economy. 
indications: peptic ulceration, spastic colitis, spasmodic dysmenorrhoea, urinary 
tract colic, etc., etc. 

dosage: }—2tabletsmorningandnight. Basic N.H.S. cost: 5/- for 30 tablets. 


clinical samples and literature sent on request 


Dept., Clinical Products Ltd., Richmond, Surrey 
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Neuro Phosphates restores appetite 


| fl. dr. contains: Sodium glycerophosphate gr. |; Calcium glycerophosphate gr. 1; Strychnine glycerophosphate gr. 1/128 











Smith Kline & French Laboratories Ltd Coldharbour Lane London SE5 


N:PAI8 ‘Neuro Phosphates’ is a trade mark 
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BEMAX 


STABILIZED WHEAT GERM 
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PREGNAVITE during pregnancy 
Of all natural vitamin-protein-mineral supplements the Vitamin-mineral supplementatior is obtained 
by routine adminiStration of Pregnavite. It is 
designed with maternal dietary requirements 
specifically in mind. 
ure and simple. It offers easily digested nutritional rt ess ap omar 
s ; asily : 
P P , = VITAVEL SYRUP for the child 


richest is wheat germ; and Bemax is stabilized wheat germ 


support for patients of all ages. Vitamin supplementation with A, B,, C and D 
so palatable as to ensure regular dosage is 
provided by Vitavel Syrup. 

Basic price } 6 fl. ozs. 


- 
to N.S. \ 40 f. ozs 16/- 


TY) MINS LIMITED (DEPT. B.6), UPPER MALL, LONDON, W.6. 
10 
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Better relief for arthritics—minimum side effects 





In salicylate therapy BUFFERIN (Antacid Analgesic) has these two 
special advantages. It is faster-acting — twice as fast as ordinary 
aspirin. It is better tolerated — even in large doses, as for arthritis. 
According to a British survey, as many as 42% of arthritics are 
intolerant to aspirin. And in a blind trial among arthritics with a 
proved intolerance to aspirin, 70% had no gastric symptoms after 
taking large doses of BUFFERIN over periods of 4 to 16 months. (1). 
In clinical tests, it was shown that BUFFERIN raises the salicylate 
blood level of humans more than 20% higher in ten minutes than 
ordinary aspirin does in twenty minutes. 
Hence the importance of BUFFERIN in all salicylate therapy. Only 
BUFFERIN contains the antacid agents which :— 
* reduce gastric upset to a negligible minimum (2), (3); 
* actually speed the pain-relieving ingredient into the blood- 
stream (4), (5). 


IT ACTS FASTER. IT IS BETTER TOLERATED. IT CONTAINS NO SODIUM. 


1 (Bufferin in the Management of Rheumatoid 
Arthritis, J¥.A.M.A. 158:386 (Fune 4) 1955.) 


2 (The Neutralization of Gastric Acidity with Basic 
Aluminium Aminoacetate, 3. Pharmacol. and Expera 
Therap. 82%247 (Nov.) 1944.) 

3 (In Vitro Differences Between Dihydroxy Aluminium 
Aminoacetate and Dried Aluminium Hydroxide Gel, 
F. Am. Pharm. Assoc., Sc. Ed. 41:361 (July) 1952.) 

4 (Effect of Buffering Agents on Absorption of 
Acetylsalicylic Acid, J. Am. Pharm. Assoc., Sc. Ed. 
39:21 (Fan.) 1950.) 

5 (The; Pharmacologic Principles of Medical Practice, 
ed. 3, Balto., The Williams & Wilkins Company, 
1954; D- $93-) 

Formula: Acetylsalicylic Acid § gr: Aluminium 
Glycinate } gr: Magnesium Carbonate 1} gr. 


BUFFERIN HAS NO EQUIVALENT IN THE B.P. OR NATIONAL FORMULARY. 


BUFFERIN 


is the trade mark of the Bristol-Myers Co. Ltd., London and New York. 


Sole distributors in U.K.: J. C. Gambles & Co. Ltd., 209-215 Blackfriars Road, London, S.E.r. 
Bufferin is now available in the Irish Republic —sole distributors: Messrs. Fasset & Johnson (Ireland) Ltd., 6-7 Crow Street, Dublin. 


Please 


write for free samples to: BRISTOL-MYERS COMPANY LTD., 209-215 BLACKFRIARS ROAD, LONDON, S.E.I. 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 
bring relief to cases of 


arthritis and rheumatism 


In CASEs of soft-tissue rheumatism, and arthriticdisorders, many 
doctors are tending more and more to regard Transvasin as an 
indispensable adjuvant to treatment. 

For Transvasin is composed of the esters of nicotinic, salicylic 
and p-aminobenzoic acids. These esters readily pass the skin 
barrier in therapeutic quantities, and so enable an effective con- 
centration of drugs to be built up where they are needed.* 

Transvasin not only induces vasodilation of the skin with a 
superficial erythema, but also brings about a deep hyperaemia 
of the underlying tissues. It is non-irritant and can be safely used 
on delicate skins. 

It is now being widely prescribed, with successful clinical 
results. Since a very small quantity is sufficient for each applica- 
tion, the cost of treatment is extremely low. 





*Therapeutische Umschau 
1952, 8, 143. 









Tetrahydrofurfuryl salicylate 14% 
Ethyl nicotinate 2% 
n-Hexyl nicotinate 2% 
Ethyl p-aminobenzoate 2% 
Water-miscible cream base ad 100% 








Transvasin is available in 1 oz. tubes, basic N.H.S. price m the U.K. 
2/6 plus P.T., and is not advertised to the public. It may be prescribed 


“Thank you, doctor” on FormE.C.10.Samples and literature will be gladly sent on application 


LLOYD-HAMOL LTD 


11 WATERLOO PLACE, LONDON, S.W.1. WHITEHALL 8654/5/6 


Transvasin is the registered trade mark of Lloyd-Hamol Ltd. 
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“Aspirin is a serious gastric 
irritant, particularly 


In peptic ulcer patients”” 


“Calcium aspirin...can be used 
with impunity”” 


* Extracts from B.M.J., 2-7-55. 


SOLPRIN is accordingly often prescribed 


Solprin contains aspirin in soluble form. It is a highly 
efficient analgesic — the more quickly and easily absorbed 
by reason of its solubility. Dissolved in water, the tablets 
produce a solution of calcium acetylsalicylate. Solprin is ex- 
tremely well tolerated, even by sufferers from peptic ulcer. 

Solprin will be found particularly valuable when heavy 
or prolonged dosage is called for. 

Patients find Solprin easy to take and palatable. 


SOLPRIN 


Soluble and substantially neutral 
Not advertised to the public 





Solprin is available only on prescription and only 
in Great Britain and Northern Ireland. Clinical 
samples and literature will be supplied on request. 


N.H.S. BASIC PRICE 12/6 for 500 tablets in foil. 





RECKITT & SONS, LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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Natural Calm 
at the Menopause 


Difficult years, sometimes, but 
when menopausal symptoms are manifest, the ideal 
treatment is provided by the skilfully 


balanced combination of hormones in Mixogen 


each tablet contains: 
Ethinyloestradiol B.P. 0.0044 mg. 


tee iIXxOG & i; Methyltestosterone B.P. 3.6 mg. 
dosage : 


1-2 tablets daily, reducing when 
possible. 








Literature and sample on request Tubes of 25—Bottles of 100. 





RGANON LABORATORIES LTD. 


BRETTENHAM HOUSE +: LANCASTER PLACE + LONDON, W.C.2 
Telephone : Temple Bar 6785/6/7, 0251/2/3, 1942/3 Telegrams : Menformon, Rand, London 
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PREDNISOLONE 
P.,D.. CO. 


Supplied in compressed tablets 
each containing 1 mg. and 5 mg. Prednisolone. 
Containers of 25, 100 and 500. 


PARKE, DAVIS & COMPANY, LTD. (inc. U.S.A.) 





— to relieve allergic and 
inflammatory conditions 


— to relieve symptoms on 
lower dosage than cortisone 


— to relieve symptoms with less 
disturbance of salt metabolism 


PREDNISONE 
P.,D.. CO. 


Supplied in compressed tablets 
each containing 1 mg. and 5 mg. Prednisone. 
Containers of 25, 100 and 500. 


HOUNSLOW « MIDDLESEX ° Tel. Hounslow 206) 
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Relief for the asthmatic child 
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FFERED THEOPHYLLINE SYRUP 


Relief from the apprehension and acute distress of 
an asthmatic attack is provided by ‘ ENGLATE.’ 
In almost all cases gastrointestinal disturbance is 
entirely absent. The combination of theophylline 
sodium with glycine permits full and effective thera- 
peutic activity and by reducing gastric precipitation 


of theophylline enables larger doses to be prescribed. 


JN Gr i. AWTE: 


Regd. Trade Mark Theophylline Sodium Glycinate 


SYRUP (containing 120 mgms. of theophylline 
sodium glycinate per 4 mils.) for children up to 
12 years. Available in bottles of 8 fluid ounces. 


Samples and literature will TABLETS (300 mgms. of theophylline sodium 
gladly be sent on request glycinate). Available in bottles of 50 and 500. 
Nichola 
A. & G. ICnOLAS wuTpD. 
~ 
A Nicholas Product Ethical Pharmaceuticals 
SLOUGH ENGLAND 
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Rolicton Hae 


BRAND AMISOMETRADINE - Oral Diuretic 








gives continuously effective diuresis 


e on simple b.i.d. dosage e@ with absolutely minimal gastric upset 
@ without developing resistance to its action 
e with no significant risk of potassium depletion 


e@ and without the toxic hazards of 


carbonic anhydrase inhibitors or mercurials 


‘* Early in this study it became evident that amisometradine 
produced a significant diuresis in most patients with heart 
failure, and that gastro-intestinal intolerance was unusual.” 


(1958) Brit. Med. J. 1, 9. 









Available as 400 mg. tablets 
in bottles of 
20, 100 and 500. 


G. D. Searle & Ce. Ltd., 
High Wyccmbe, Bucks. 
Tel. High Wycombe 1770. 


i es 





Rolicton is a Registered Trade Mark 
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the only ’. the 
comprehensive bu, 
cartridge range y Pr, 
4 
“tie, 
ey 


ij, 


SAFE - SURE - SIMPLE & SPEEDY 





the Viule injection technique in use throughout the world, offers 
outstanding advantages at no extra cost. Details of the syringe and a 


list of the wide range of drugs available will be gladly sent on request. 


Literature and further information gladly sent on request 


BOOTS PURE DRUG COMPANY LIMITED NOTTINGHAM ENGLAND 
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“He’s such a problem, 
Doctor....!” 





In every other respect a normal healthy 
child, he has never been dry at night, with the result 
that he has acquired undeservedly the label “difficult” 
As he grows older his shame and embarrassment will 
become more acute as those around him become less 
tolerant of his disability. , 
In his case, as in the case of many others, Di-sipidin, 
by controlling enuresis symptomatically on strictly 
physiological lines, offers a real prospect of an 


early return to normal function with a consequent 


restoration of confidence and self-respect. 


References: BMJ (1954)11, 1433; 

BMJ (1954)1 1038; BMJ (1955)1 1194; 
LANCET (1955)i 1228; 

LANCET (1956)ii 1334 


DI-SIPIDIN 


INSUFFLATIONS 






Packings: Capsules: 25, 100, 500 
Outfit: Di-sipidin Insufflator and 25 capsules. 


PAINES & BYRNE LTD., PABYRN LABORATORIES, GREENFORD, MIDDX. 
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INTO ACTION 


AGAINST 
CHRONIC 
BRONGHI TIS 


y 
: ) 











A D t XO Li N vitamins A. & D. For building up a degree of resistance to bronchitis, especially 
among known susceptibles, you can count on Adexolin. A course of capsules 
TRADE MARK gustained over the ‘high-risk’ winter months, has long since proved its worth. 


C R y STA M y C ‘ N combined penicillin-streptomycin. In dealing with acute exacerbations of bronchitis 
combined penicillin-streptomycin is the immediate treatment of choice, ! the 

TRADE MARE J|atter antibiotic being specific against hemophilus influenze the most com- 

monly encountered pathogen. The swift and overwhelming onslaught of 

Crystamycin is one of the most effective means you have of cutting short an 


attack. 1. Brit. Med. J., 1955, 2, 960. 


COM PLA the complete food. Simple to prepare, simple to take, Complan will completely 
nourish the bronchitic patient unable or unwilling to swallow solids. 
TRADE MARK No other single food can do as much. 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX. BYRon 3434 
Subsidiary Companies or Agents in most countries 
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provides milk-alkali drip 
therapy without a tube 


- 


hey 
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Maintains continuous control 
of gastric acidity 


Until a few years ago, maintained continuous control of gastric 
acidity was impossible without hospitalization and discomfort to 





the patient. sage 
Then a unique treatment in the form of Nulacin tablets was GASTRIC ANALYSIS 

evolved to achieve this desirable state—simply, effectively and pone pd — Superimposed panel 

without attendant disadvantages. In the ensuing period Nulacin yoo -magmenae curves of five cases of duo- 


therapy has been amply tried and proved by numerous Clinical 
studies and by therapeutic use in many countries. 


A Nulacin tablet placed in the mouth between the cheek and 
the gum dissolves slowly and releases its contained medicaments 
at a rate that gives continuous neutralization of the acid gastric 
juice. Nulacin accomplishes this without any danger of causing 
alkalosis or other side-effects. The results are comparable with 
those of intragastric milk-alkali drip therapy. 

INDICATIONS: NULACIN tablets are indicated —s 
ever neutralization of the acid gastric contents is required: 
active and quiescent peptic ulcer, gastritis and other conditions of 
gastric hyperacidity. 





Dosage: Beginning half-an-hour after food, a Nulacin tablet al 
should be placed in the mouth between the cheek and the gum GASTRIC ANALYSIS 
and allowed to dissolve. GASTRIC ANALYSIS Same patiepts as in 
Fig. 1, two days later, showing the striki 
During the stage of ulcer activity, up to three tablets an hour may neutralizing effect of sucking Nulacin tablets ( 
be required. During quiescent periods, for prophylaxis in peptic o Bm Dann reas of acidity when 


ulcer and for the relief of discomfort due to gastric hyperacidity, 
the dose of Nulacin is one or two tablets between meals. 


NULACIN tablets are not advertised to the public and = BIBLIOGRAPHY 
no B.P. equivalent. They may be prescribed on E.C.10. The A Practitioner, 1957, 178: 43 
dispensing unit of 25 tablets is free of purchase tax. (Basic price _ Practitioner, 1956, 176: 103 


to N.H.S. .. . 2/-). Also available in tubes of 12. 


NULACIN tablets are prepared from whole milk com- 
bined with dextrins and maltose, and merrier me: 






Amer. J. Gastro. 1956, 26: 665 
Brit. Med. J. 1954, 1: 46 














nesium trisilicate 3.5 grs.; magnesium oxide 2 “tas Further references to the literature and full 
calcium carbonate 2.0 grs.; magnesium ohenee.” (Mtg, information on Nulacin available on request. 
0.5 grs.; Ol. Menth. Pip. q.s. Ay by 
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NULACIN 
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IN BRONCHIAL ASTHMA 





‘THE 









BEST... 


< ee ; Te: 


Deltacortril 








TO ESTABLISH CONTROL Suppressing dosage varies with the needs 

of the individual. Initially, however, even in severe intractable conditions, 

treatment begins at a total daily dosage of 30 mg. 2 x 5 mg. Deltacortril Tablets t.i.d. 
TO MAINTAIN CONTROL When control has been established, dosage is 

reduced in order to determine the minimum effective maintenance dose. Every two or 
three days the total daily intake is reduced by one half tablet (2.5 mg.). These reductions 
continue until the desired level is reached. Maintenance doses average between 10 and 


Deltacortril 


BRAND OF PREDNISOLONE 


15 mg. daily lor 1} x 5m.g. 
Deltacortril Tablets b.d. 


THE MOST POTENT AND THE SAFEST CORTICOSTEROID 


PFIZER PHARMACEUTICALS 
Manufactured at Sandwich and processed at Folkestone, Kent o69/P 


22 * Registered Trade Mark ‘Schwartz, E. (1956) N.Y. St. J. Med. $6, $70 
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a significant advance in Sulphonamide Therapy 





Just one tablet a day affords 
sustained and effective blood-levels 
ati antibacterial coverage 
adequate urine levels 


effective penetration into cerebrospinal fluid 





Midicel 


Tablets of 0-5 G in bottles of 12, 100 and 250 





3-sulphanilamido-6-methoxypyridazine 


—““. Parke Davis 


° 
> 4 & COMPANY LTD inc U.S.A. 
t . 2 


* Trade Mark * : 
Tel. Hounslow 236] bea? HOUNSLOW MIDDLESEX 


«* 
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THE PROBLEM 
To obtain high blood 
levels of theophylline easily . 


THE SOLUTION 
Oral ‘ Theodrox’ 


THE RESULT 
A full Therapeutic 
response 


HAN HAT ULLAL A 


RO PBaREN CE S 


1. Brit. Med. ]. (1957) 2: 07 


‘Theodrox’ (Brit. Pat. 727831) is a 
registered Trade Mark of 


WUT 








1410110 00RODUTYONOVEERO UAT ANANSSEbNOOUHPOONONT}OV0 (041 000Q0EO LOATH HARRY : 
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. + For oral aminophylline therapy to be fully effective it 
= is necessary to give a dose sufficient to produce high blood 
theophylline levels. However, because of gastric 


irritation vomiting often results. Alternative therapy with 


WL 


enteric coated tablets or suppositories is unreliable, 


and parenteral aminophylline is inconvenient. 


The combination of dried aluminium hydroxide gel and 
aminophylline in “Theodrox’ ensures full therapeutic 
response with the minimum of gastric upset. Reproduceable 


blood levels comparable with those obtained from 


intramuscular injection can be obtained. ' 
REGD. 
Me {HUINVANULIQONUANOONIOOELTOOOALORRASSROULLO0O DUGEOUALOOOAGOODUARSALSON OAUTH ARAOOTAUSGUTUTE SS AANA tL AN 


Recent work’? has shown that synthetic 


aU LLL 


derivatives of theophylline are mostly unsatisfactory and 


all are more expensive. 


Each “Theodrox’ tablet contains 3 grains aminophylline 


and 4 grains dried aluminium hydroxide gel. 


*Theodrox’ is also available combined with 4 grain 


phenobarbitone where a degree of sedation is also required. 


HNMHTOONNOOM (441440040 0OIAODNGAOOEIH} 44004 00OQORONONORUSUO1 400000 LYOO00b 180044 000M HANTS AOA AUEHUAHE AAA A 


ASTHMA:— two tablets, repeated in 2-3 hours if necessary to 
control paroxysm and dyspnoea. For prophylaxis, one tablet 4 
times daily. 


DIVRETIC:— two tablets initially, then one or two tablets three 
times daily. 


ANGINA PECTORIS:— four to eight tablets daily. In suitable 
cases “Theodrox’ with Phenobarbitone tablets can replace some 
or all of the “Theodrox’. 


PACKS:— Bottles of 25, 100 and 1,000 tablets. 


IUAAOOUNAAINOUUEEL ELLE UU 


I 


ut {N.C YOVOUITLNDLVNUULVOYRLOLOLCULU 0000000 OANA 


LABORATORIES LIMITED 
Leics. 


RIKER 
LOUGHBOROUGH 


i 
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6000 
5000 — 
Roche discovered the original isoniazid 
‘RIMIFON’ 
Now, for the treatment of 
oa tuberculosis resistant to other drugs, 


ROCHE introduces 


: 
A 
‘ 


THE FIRST SYNTHETIC D-CYCLOSERINE 


3000 + \/ 






MORTALITY RATE (6 monthly periods) in 1000's 


eo D-Cycloserine ‘ROCHE’ 


now available for 


hospitals and TB Sanatoria 


1000 — 


250 mg. tablets in bottles of 40 and 250 











if T T T 
1951 1952 1953 1954 1955 1956 1957 


ROCHE PRODUCTS LIMITED: 15 MANCHESTER SQUARE: LONDON WI! 
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‘In the most advanced illnesses 
the most advanced cures 


Are also the most effective.” 
— Hippocrates 


A completely 
effective 
all-purpose 
oral diuretic 


New Era in Diuretic Therapy 


For the first time, there is available a non-mercurial diuretic agent which, when 
administered ORALLY, is usually completely free from side-effects, has no 
known contra-indications, and is effective in the treatment of oedema of all 
degrees of severity—often when ALL other diuretics have failed. 


rns aen's, FING GES LO 


(Chlorothiazide) 


discovered in the MERCK SHARP & DOHME RESEARCH LABORATORIES 
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SALURIC 





replaces ALL other diuretics because — 


1 ‘SALURIC’ has a wider effective range of clinical applicagion than any other diuretic. 


*‘SALURIC’ is usually effective when all other diuretics — including mersalyl—have failed. 


*‘SALURIC’ is administered orally, yet can replace parenteral mercurials. 
4 ‘SALURIC’ is effective in oedema of all grades of severity. 
§ ‘SALURIC’ promotes diiresis of a urine containing sodium and chloride in proper proportions. 


6 ‘SALURIC’ may be used for initial and maintenance therapy. Refractoriness does not develop, 
even on prolonged administration. ° 


7 ‘SALURIC’ is readily accepted by the patient since gastro-intestinal upsets are very rare. 
Early completion of diuresis allows an uninterrupted night's sleep. 


*‘SALURIC’ is not toxic. No toxic effects have been reported even during prolonged administration. 


*‘SALURIC’ can be used in the presence of severe cardiac, renal or hepatic disease. 


No contra-indications have been demonstrated. 


> lalatalatatatatetatetatetatatan <4 


The following conditions have been treated: 

Congestive Cardiac Failure 

The Nephrotic Syndrome 

Acute and Chronic Glomerulonephritis 

Ascites and Oedema due to Liver Cirrhosis Literature will gladly be 
Oedema associated with Pre-eclamptic Toxaemia supplied on request. 
Pre-ménstrual Tension Oedema 

Oedema associated with Obesity 

Oedema induced by Adreno-cortical Steroids 








YY Ys 
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TRADE MARK 


‘SALURIC 


Chlorothiazide 


How supplied : 0.5 G. half-scored tablets in bottles of 100 and 500. The basic N.H.S. cost of an average 
week’s treatment for a patient on maintenance therapy is 3/9d. 


GD MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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New Dosulfin® 


a long-acting 

mixed Sulphonamide 
with the following 
advantages 










Long dosage interyals 


Undisturbed . 4 Undisturbed nights 


Low dosage 


Further details on request 


Availability 
Tablets 0.75 g. 
Containers of 

12 and 100 
Syrup 10 


(with measure) 


Bottles 50 ml. 





® Regd. Trade Mark 


Dosulfin consists of 
equal parts of 


Sulphaproxyline and 
Sulphamerazine Manchester 23 
28 


Geigy Pharmaceutical Company Ltd. 


PH 121 
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Where 
every ounce 


Bellergal tablets were carried 

to the summit of Everest by the members 
of the 1956 Swiss Expedition 

and widely used to counteract 

the psychosomatic effects 


of stress at high altitudes. 


Belliergal 
BY SANDOZ 


is effective at all levels 

(central, sympathetic, parasympathetic ) 
in the symptomatic treatment 

of a wide variety 


of psychosomatic disorders. 


0.1 mg. total alkaloids of belladonna 
0.3 mg. Ergotamine Tartrate B.P. 
20 mg. Phenobarbitone B.P. 








s d Prod ts Limited 





Original Everest Expedition photograph 
kindly supplied by the 
Swiss Foundation for Alpine Research 


London, W.1 


#*4p 29 
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Turning 





to the very best advantage 


Medical history has already reserved a special place for 
ACHROMYCIN tetracycline because of its impressive 
therapeutic potency and remarkably broad spectrum. Now, 
with the advent of AcHromycin V, the therapeutic merits of 
tetracycline are turned to still greater advantage. Present- 
ing tetracycline in company with sodium metaphosphate, 
AcHuromycin V achieves swifter, more efficient, more com- 
plete absorption. As a result, the therapy becomes still more 
secure, without any increase in daily dosage or cost. Cust- 
omary adult dosage is a single capsule (250 mg.) four times 
daily—though this may safely be increased in unusually 





severe conditions. 


ACHROMYCIN: 


TETRACYCLINE WITH SODIUM METAPHOSPHATE *REGD. TRADE MARK 


Each oral capsule contains ACHROoMyYcIN tetracycline 250 mg; Sodium 
Metaphosphate, 380 mg. Bottles of 16, 100 and 1,000. AcHROMYCIN V 
is also available as an orange-flavoured syrup containing in each § c.c. 


125 me. of tetracycline activity. Bottles of 2 and 16 fl. oz. 


LEDERLE LABORATORIES DIVISION 
Cyanamid oF GREAT BRITAIN LTD, London, HC2 
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N SAFETY 
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“SULPHATRIAD’ 


There are many infections in which sulphonamide 
COMPOUND SUL PHONAMIDES 


therapy is clearly indicated. The difficulty is that 
high dosages of a sulphonamide may produce 
sensitization reactions, crystalluria and other 
undesirable side-effects. as the risk of crystalluria is relative to the con- 
This is why ‘Sulphatriad’ is so valuable. Its centration in the urine of a single sulphonamide, 
effective action is the sum of the virtues of its ‘Sulphatriad’ means reduced concentrations — 
three powerful constituents, and combines rapid and reduced risk. 

absorption with a good tissue distribution. But Detailed information is available on request. 


MANUFACTURED BY @) MAY & BAKER LTD 
on M&B brand Medical Product 


Vt@d@’cd ee ed ddddddddddddddddddddddddeceeeceeedeeeccceeddeececcceeedddecddeeeeccccceecccccaeeeaccceceetrcccedassaccccdcddddd 
DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
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today’s new 
MASTER PLAN 


against 







migraine 


The prescribing of ‘ Migril’ makes possible at last a planned 
attack upon the three predominant symptoms of migraine. 
Ergotamine is present at strength in ‘ Migril’ for its specific 


Each tablet contains effect upon the chagacteristic headache and ocular disturbances. 

ergotamine tartrate 2 mgm. ; Caffeine is present too, since it acts as a synergist to ergota- 
caffeine (alkaloid) 100 mgm. ; : 

cyclizine hydrochloride 50 mine. Frequently, however, ergotamine tends to evoke nausea 

In bottles of 10 and 100 and vomiting on its own account and can therefore worsen 


these aspects of the condition. For this reason, the potent, 
rapidly acting anti-emetic cyclizine is also included in 
* Migril ’—to overcome any tendency to nausea or vomiting, 
whether caused by the ergotamine or by the condition itself. 
And so successfully does cyclizine achieve this aim that truly 


effective oral doses of ergotamine can today be given—by 


means of ‘ Migril’. 


bra 


BURROUGHS WELLCOME & CO., LONDON 


(THE WELLCOME FOUNDATION LTD.) 
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4 * 
Proponesin 


A 


Headache’ by G. Cruikshank, 1819 


9 


NEW QUICK-ACTING 


SHORT-TERM ANALGESIC 


‘Proponesin’ (tablets of « -4*-piperideino-B-hydroxy-y-o-toloxy-propane hydrochloride) 
is equivalent in potency to and more rapid in onset of action than the commonly 


used analgesics. 


For rapid relief 
of pain in:- 
Herpes Zoster 
Dysmenorrhcea 
Toothache 
Headache 
Sinusitis 
Backache 


THE BRITISH 


DOSAGE: One or two tablets three or four 
times a day. 
‘PROPONESIN TABLETS eachcontaining 10omg. 
of active substance. 

Bottles of 10 at 1/8 : 50 at 5/+ : 250 at 17/6, 
Basic N.H.S. prices. Purchase tax extra. 
Literature and trial packings are available on 


request. 
Medical Department 
DRUG HOUSES LTD. LONDON N.I 
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BETWEEN GUESSWORK AND CERTAINTY 
IN PSYCHIATRY * 


AUBREY LEWIS 
M.D. Adelaide, F.R.C.P. 
PROFESSOR OF PSYCHIATRY, UNIVERSITY OF LONDON 


IT is the common state of reflective and inquiring minds 
to be somewhere between untrammelled guesswork and 
certainty. It would be discreditable if psychiatrists were 
huddled at either extreme, wholly engaged in guessing or 
ignorantly certain. We are, however, sometimes suspected 
of luxuriant speculation and of invincible faith in our 
tenets: and I propose to consider how this reputation has 
arisen. 

More than most branches of medicine, psychiatry can 
be regarded as an art. One of its distinctive procedures— 
psychotherapy—manifestly depends on subtle relation- 
ships and incommunicable qualities of personality. But 
in the proportion that it is an art, psychiatry is a weak 
branch of medicine: and the constant aim of those who 
would further and strengthen it is to apply to it the 
methods of scientific inquiry. If these result in encroach- 
ments on the area reserved for the art of medicine, and 
substitute assured knowledge for assumptions and 
intuitions, so much the better. This is not to deny the 
large part which compassion and human feeling must 
play in the care of mental disorder: its history attests 
that they will always be necessary; but they operate in a 
territory that must be explored and charted. Psychiatry 
in this is like the rest of medicine, combining moral and 
personal principles of action with those arrived at by the 
methods of science, and depending on the last for any 
increase in its power to prevent and control disease. 

There is a large subcontinent of psychiatric research 
which is concerned with applying the methods of the 
natural sciences to morbid phenomena—biochemical and 
physiological investigations in mental disorder are 
obviously of this nature. Psychological and sociological 
inquiries are in another area, that of the social sciences. 
Many studies in psychiatry lie in both areas—because 
they are intermediate, as physiological psychology is, or 
because they are carried out through joint activities. 
Much controversy has centred on differences between 
the methods of the natural sciences and of the social 
sciences, stressing the relative weakness of the latter. 
Weaknesses in the social sciences—immaturity in their 
technical procedures, laxity in their theorising—will tell 
heavily against psychiatric advance. It is true that some 
psychiatrists distrust the social sciences so much that 
any excursion in that direction is for them tantamount to 
walking the plank. Nevertheless the part that psychology 
and sociology must play in the advancement of psychiatry 
is undeniable. 

Though there is manifest convenience in distinguishing 
between the natural and the social sciences, fundamental 
difference between them cannot be discerned. The slower 
tempo of development in the social sciences, and the 
immense difficulties in the way of measuring and con- 
trolling the phenomena they study, cannot be gainsaid; 
but the social, like the natural, sciences depend on sense- 
data, are nourished on hypotheses, and ask to be con- 
* The Bradshaw lecture for 1957, delivered before the Royal College 

of Physicians on Nov. 7. 
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tinually corrected through experiment and enlarged 
through further observation. If psychiatry were to put 
all its hopes in the application of the natural sciences and 
were to claim exemption from the discipline of the social 
sciences, it would be aligning itself, along a large stretch 
of its front, with dead philosophies and cults in which 
doubt is repudiated for the sake of a limited and spurious 
inner consistency. 
* * 

The scientific method, which has been so closely studied 
of late by philosophers, is not, of course, the preserve of the 
natural sciences (though to them it owes its enormous 
prestige). Whether in the physical, the biological, or the 
social sciences, there is the same essential passage from 
untested guess to tenable, unfalsified conclusion—which 
may be, rather loosely, called a confirmed conclusion or a 
certainty, in the sense in which the circulation of the 
blood is a certainty. The initial hypothesis is arrived at 
by divers routes, about which on the whole little is known: 
deductions from it entail predictions which are put to the 
test of direct observation or contrived experiment: and 
when enough evidence in support of the hypothesis has 
accumulated, it is given provisional acceptance. In time. 
statements are thus arrived at which embrace and order 
very many facts; these statements have always started as 
hypotheses, plausible guesses. 

It is a commonplace that hypotheses are indispensable 
for scientific activity; and that hypotheses must be judged 
by their heuristic as much as by their veridical importance: 
inadequate or false hypothesis may have value in provoking 
further observation and experiment. ‘“‘Even mistaken 
hypotheses are of use in leading to discoveries ”, wrote 
Claude Bernard. ‘“‘ It seems indeed a necessary weakness 
of our mind to be able to reach truth only across a multi- 
tude of errors and obstacles.” De Morgan put it in a 
telling paradox—‘‘ Wrong hypotheses, rightly worked, 
have produced more useful results than unguided observa- 
tions ’’: the phlogiston theory or the corpuscular theory 
of light illustrates his point. It is equally a commonplace, 
however, that hypotheses are an impediment to knowledge 
when they are so loosely formulated that we cannot 
deduce their logical consequences and therefore cannot 
make predictive statements which could be verified or 
refuted; the systematists of the 18th century exemplified 
this in medicine. Moreover, it is a poor recommendation 
in favour of a certain hypothesis to say that it explains all 
we know; for, as Karl Popper emphasises, it is dnly by 
testing it on seemingly contrary instances that we can 
carry out that determined effort at refutation which is 
what we really mean when we speak of verifying a hypo- 
thesis. Interpretations which explain the phenomena 
only too readily, lead to a feeling of certainty which closes 
the mind to further inquiry and makes the believer hostile 
to any breath of scepticism. 

I mention these familiar considerations because they 
have a direct relevance to some puzzling features in the 
development of psychiatry. In spite of the sophistication 
apparent in its literature, psychiatry is in some important 
respects struggling with problems which beset the 
physical sciences three hundred years ago. The word 
‘* hypothesis ” was a bad word in the 17th century. 

“Hypotheses non fingo”, said Newton. ‘“ Hypotheses, 
whether metaphysical or physical, have no place in science.” 
(Quicquid enim ex phenomenis non deducitur hypothesis 
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vocanda est; et hypotheses seu metaphysicae seu physicae seu 
qualitatum occultarum seu mechanicae in philosophia experi- 
mentali locum non habent.) Indeed, Newton lost no oppor- 
tunity to belittle them, as in a letter to Oldenburg in 1672 
where he wrote “I do not think it needful to explicate my 
doctrine (of colours) by any hypotheses at all... You see 
therefore how much it is besides the business in hand to 
dispute about hypothesis. For which reason I shall now proceed 
to abstract the difficulties involved in Mr. Hooke’s discourse, 
and without having regard to any hypothesis consider them in 
general terms.” 

It is a little odd that the most illustrious scientist whom 
England has produced should have spurned what men now 
regard as an essential element in the process of arriving at 
truth. Surely a semantic misunderstanding. But a widespread 
one. Let us look at a great medical contemporary of Newton’s. 
Thomas Sydenham wrote, in the Preface to his Observations, 
that hypotheses should be laid aside, in the study and descrip- 
tion of diseases, “‘ for ’tis difficult to give a detail of the errors 
that spring from hypotheses, whilst writers, misled by these, 
assign such phenomena for diseases as never existed but in 
their own brains ”’, and similarly, in his letter to Dr. Paman, 
he speaks sharply of the many authors whose “ writings are 
founded upon Hypotheses which are the result of a luxuriant 
imagination; and the symptoms of diseases (wherein their true 
history consists) as described by them, appear to be deduced 
from the same source; and the method of cure, also, is derived 
from the same fictitious principles, and not from real facts, 
and thus becomes most destructive to mankind; so full of 
specious reasoning is every page of the writings of such super- 
ficial men, whilst the directions of nature are overlooked.” 

A hundred years later Pinel was still writing in the same 
strain, rejecting “‘ toute discussion métaphysique, toute hypo- 
thése sur la nature des fonctions intellectuelles ou affectives, 
sur leur génération, leur ordre, leur enchafnement réciproque ”’. 


It is plain that in those days hypotheses had a bad 
name because they connoted speculative propositions, so 
tenaciously held that conclusions derived from observa- 
tion were rejected if they conflicted with them. It might 
be assumed that hypotheses no longer carry this taint. 
Yet in the introduction to a recent English textbook the 
authors review the requirements for a scientific approach 
and then say: 

“ It is embarrassing that such basic ideas of scientific method 
should have to be repeated and discussed in a textbook of 
psychiatry; but not one of these requirements is met by a very 
large part of the contributions which are made to contemporary 
psychiatric literature. .. Hypotheses are reared in a vacuum 
without logical basis, and are expressed in imprecise phrase- 
ology in terms which have not been defined. They are often 
so vague that it is impossible to draw logical consequences, 
but even when that can be done critical investigations are not 
made. . . . (Workers’) hypotheses serve the single aim of 
providing a framework for interpretation’ (Mayer-Gross, 
Slater, and Roth 1954). 


These strictures echo the complaints from the 17th 
century: and are voiced, from a more detached stand- 
point, by a medical historian reviewing the theory of 
psychoanalysis: 

“a ‘system’ explaining in logical sequence the origin, 
nature and treatment of all disorders of.a given class is sugges- 
tive—within the mental field— ”’, says Richard Shryock, “ of 
those general medical systems which were so typical of the 
eighteenth and earlier centuries. If, like the latter, psycho- 
analysis cannot be checked one way or the other, it represents 
a reversion to the system-making stage in medical methodology, 
and may be expected to reproduce the various features and 
developments typical of that level. It is suggestive that this is 
indeed just what has happened. Once more, within this 


particular field, one hears of masters and disciples, of divergent 
‘schools’, of scientific controversies in which there is an 


‘ attack’ or a ‘ defence’ of a given system, with more or less 
feeling on both sides.” 

A more recent censure, by outspoken psychiatrists, is 
that of Lemkau and Pasamanick, who, contemplating the 
preventive powers at our disposal, wrote in 1953: 

“The flashes of insight that have characterized the great 
leaders of our field in the past must be documented pains- 
takingly with proof, a type of scientific discipline of which 
psychiatrists are perhaps more derogatory than appreciative.” 

Whether these severe judgments are unfair is less 
important than that they repeat a pattern of criticism 
which is neither unfamiliar, nor confined to psychiatry 
and psychoanalysis. Historians have similar hard things 
to say about Prof. Arnold Toynbee. Sociologists note 
such frailties in other sociologists. And in the most 
entrenched and assured branches of medicine critics 
sometimes discern them too. As an unsparing observer 
of loose thinking in medicine noted, the dividing wall 
between an unconfirmed hypothesis and a valid explana- 
tion often disappears, especially in therapeutics, because 
autistic aims prevail over rational thought (Bleuler 1927). 
This is nothing new: “the human _ understanding 
resembles not a dry light, but admits a tincture of the 
will and the passions . . . for man always believes more 
readily that which he prefers . . . his feelings imbue and 
corrupt his understanding.” 

* . . 


It would be easy to pile up instances showing that 
psychiatry is not the only branch of medicine—or of 
knowledge—to be pilloried for lax thinking and com- 
placent dogmatism. It has, however, troubles which 
seem peculiar to itself, and some ministrants who seem 
peculiarly indifferent to the scientific method as under- 
stood by the rest of the world. Neverthleless, I doubt if 
these are special characteristics: psychiatry’s troubles are 
those inherent in the study and improvement of human 
behaviour; psychiatrists are for the most part bent, like 
other doctors, on doing their best for patients according 
to current methods and theories, without stopping to 
pick up and examine the little hedgehogs of doubt that 
sit by the therapist’s path. There is nothing specially 
psychiatric about that. Besides those undoubting psy- 
chiatrists engaged mainly in treatment, there are in many 
countries psychiatric investigators fully alive to the 
rigorous demands of research but equally alive to the 
extreme complexity of their problems. 

This complexity can be well seen when the value of 
treatment is reviewed. It has been said that “‘ psycho- 
therapy is where organic medicine was in the days of 
Paracelsus ”’: this gross exaggeration attests the gloom 
which some feel when they try to judge the present position 
of psychotherapy, and indeed of psychiatric treatment in 
general. Has the psychiatrist culpably failed to observe 
elementary principles of trial and evaluation, or has he 
attempted the task but found it too formidable? The 
question is not a rhetorical one. To answer it, the evalua- 
tion of psychiatric treatment has to be looked at more 
closely. 

. * * 

The aims of medical treatment are ordinarily to remove 
or lessen disabilities and pain, to put an end to morbid 
changes in the patient’s body of which he may not be 
aware but which must sooner or later cause disability, 
and, thirdly, to enable him to live as satisfying a life as 
possible, in spite of persistent disability and morbid 
process. Applied to mental illness, all this becomes 
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equivocal. The patient will often be unaware of disturb- 
ances very plain to others; he may not complain of his 
symptoms; he may even cherish them. He may lead a 
less satisfying life when his symptoms have been got rid 
of than when he had them. The morbid process often has 
no physical substrate that we know of: and the psycho- 
pathology may be obscure and inaccessible. The criteria 
of recovery are therefore hard to specify, and, like the 
criteria of improvement, depend on an assessment of the 
patient’s happiness, competence, and wellbeing which 
involves moral and social values as well as plainly medical 
ones. It must moreover be a comparative assessment, 
since if the patient was a poor creature—an inadequate 
psychopath, as people now say—before his attack of 
anxiety and depression came on, it must be counted as 
recovery if he reverts to his previous state, free again from 
manifest anxiety and depression, though in another man, 
previously better equipped to fulfil his social role, an 
illness that subsided leaving him in a state of inadequacy 
and social malaise would be rightly regarded as having 
a bad outcome. 

A rather silly but often repeated truism says that the 
aim of psychiatric treatment is to promote mental health. 
It is hard to tell what the latter phrase means. Mental 
health is an invincibly obscure concept. Those who have 
attempted to define it in positive terms have twisted ropes 
of sand, telling us, for example, that a man’s mental health 
consists in 

** (a) active adjustment or attempts at mastery of his environ- 
ment as distinct both from his inability to adjust and from 
his indiscriminate adjustment through passive acceptance of 
environmental conditions; (b) unity of his personality, the 
maintenance of a stable, internal integration which remains 
intact notwithstanding the flexibility of behaviour which 
derives from active adjustment; and (c) ability to perceive 
correctly the world and himself.” 

This clutter of words is groping towards an ideal, a 
sociobiological ideal: but much of it can have no opera- 
tional referents and it abounds in terms which are un- 
defined and at present undefinable. Most of those who 
state criteria of mental health follow the lead of the World 
Health Organisation in refusing to take the absence of 
disease or infirmity as the characteristic feature; they do 
not say a man is well when he is free from manifest illness 
but speak instead of “ optimal growth and happiness of 
the individual ”’, “‘ full maturity ”, “‘ adjustment to the 
world and to each other with a maximum of effectiveness 
and happiness ”’, using quantitative words like “ full ”’ and 
“‘maximum”’ to qualify immeasurable states like happiness. 

* * ok 


Mental health, we may conclude, is an abstraction 
which is very loosely interpreted. We cannot in every 
case decide, by comparing the degree of mental health 
after an illness with that before, whether the patient has 
recovered, or whether his illness has improved, or is 
stationary, Or worse. 

It is of course true that in many instances such a difficulty 
hardly enters anybody’s mind, since there is an undeniable 
change for better or worse in the patient’s condition, and 
everybody entitled to express an opinion—the patient, his 
relatives and intimates, his doctor—will concur. But these 
cases are not, I think, the majority. With an illness such as 
schizophrenia, or still more perhaps with many neurotic 
disorders, the issue is not clear cut; there may be sharp 
differences of judgment about outcome. One psychiatrist can 
report a rich harvest of recoveries in a series of patients whom 
another, equally sincere and observant, would describe as 
partial failures of treatment. 


This is indeed an obstacle which will persist so long as 
we have no satisfactory measures of clinical change. There 
is another, worse obstacle—uncertainty as to what would 
have happened if the treatment had not been administered. 
** We cannot judge the influence of a remedy on the course 
and outcome of a disease if we do not previously know the 
natural course and outcome of the disease.”” The course 
of a mental illness is affected by so many factors, within 
the patient and in his environment, it is so subject to 
unforeseen turns of fortune that a change cannot safely be 
attributed to therapeutic intervention unless it is frequently 
and regularly produced-or comes prompt on the heels of 
the treatment. This is of course a common difficulty in 
therapeutics which can be overcome by rigorous trials 
using, as controls, patients closely comparable to those 
who are treated. But matching psychiatric groups for this 
purpose is a daunting business, since they should at least 
be alike in the distribution of sex, age, intelligence, dura- 
tion of illness, form and severity of illness, and previous 
treatment: alike also in the physical, and still more the 
psychological, circumstances of their medical and nursing 
care, except for the particular therapeutic procedure that 
is on trial. It is an exacting affair to match for form and 
severity patients with illnesses whose somatic pathology 
is not known and the symptoms of which can be elicited 
fully only with the patient’s concurrence—a requirement 
often unfulfilled. The therapeutic zeal of psychiatrists, 
now as great as was once their nihilism, militates also 
against painstaking trial and provisional judgment of 
various methods of treatment: a difficulty in other 
branches of medicine, too. 

The delay caused by these impediments is evident in 
the confused verdict on hypoglycemic treatment of 
schizophrenia with insulin. Here is a method that has 
been before the world for over twenty years, widely 
employed in all civilised countries, and the subject of 
hundreds of experiments and technical reports. Yet it is 
still in such a dubious state that one can read responsible 
statements declaring on the one hand that it is “ the only 
effective method of treating early schizophrenia” and, 
on the other, that “ there is no significant difference in the 
outcome of treatment (of schizophrenia) whether uncon- 
sciousness has been induced by insulin or by barbiturates’’. 
Leucotomy is in rather similar case, and the medley of 
“ tranquillising ’’ drugs may pass, though more rapidly, 
into the like chiaroscuro of approval and rejection. 

* * * 


But the doubts which attend physical methods of treat- 
ment are dwarfish alongside the giant misgivings and 
disputes which envelop psychotherapy in dust and fog. 
The trouble is of long standing, and has divided 
psychiatrists bitterly. In the Bradshaw lecture of 1936, 
the psychiatrist who delivered it said: 

“There is practically no evidence in existence as to the 
efficacy of psychotherapy which is guarded against fallacy in 
such a way as would entitle it to serious consideration in a 
court of law. Among those ‘ cured’ by any novel remedy are 
those who have never had the disease, those who still have it, 
those who have never had the treatment, and those who 
would have recovered equally well without it. All these classes 
are generously represented among those cured by psycho- 
therapy.” 

After this pungent and uncompromising passage, 
Professor Mapother went on to express his qualified belief 
in the usefulness of psychotherapy: 

“it is time to recognise’, he said, “‘ that the hard-boiled 
disbeliever in psychotherapy is as dead as Queen Anne. The 
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real division is between those who are contented and dis- 
contented with the fumblings at present enjoying the name.... 
It would be absurd to deny a certain limited efficacy to 
psychotherapy.” 


Since then belief in the efficacy of psychotherapy has 
become much more general among psychiatrists, and 
valuable systematic observations like those of Whitehorn 
and Betz have become available. But the same note, with 
modifications, can be heard in the following passage from 
a recent paper by two prominent American psychiatrists: 

““We do have the firmest kind of conviction that psycho- 
therapy carried on under the aegis of medicine provides .. . 
a type of help which is of the first order of importance... . 
But while admitting the importance and efficacy of psycho- 
therapy in its many forms, we cannot emphasise too strongly 
the necessity for being as rigorous as possible when we make 
scientific judgments about the methods, goals and effectiveness 
of psychotherapy” (Bowman and Rose 1954). 


This attitude, moreover, is found among psychiatrists 
who are constantly engaged in psychotherapy. Thus a 
veteran psychoanalyst, C. P. Oberndorf, acknowledged 
the many obscure aspects and unpredictability of treat- 
ment, about which psychoanalysts themselves were not 
agreed, and urged the need for a planned investigation of 
the results of psychoanalysis. 

The psychiatrists I have referred to—and, I should 
think, the great majority of psychiatrists everywhere—are 
convinced that psychotherapy is beneficial. But which 
patients it will benefit, what changes it will effect, whether 
one form of psychotherapy is more effective than another 
and if so for which types of illness—these are questions 
they ask themselves with varying insistence and frustra- 
tion, distrusting their personal opinions on a matter of this 
kind, and distrusting the consensus of their fellow experts 
equally or more—since they know enough of the history 
of medicine and of human illusions to be aware that what 
most people are convinced of at a given time is not 
necessarily true. 

Psychiatrists have not yet succeeded in investigating the 
efficacy of specified forms of psychological treatment for 
specified mental disorders in a way which satisfies the 
customary requirements of scientific evidence. 

Besides the reasons I have been mentioning, there is the 
difficulty of accumulating a sufficient number of treated and 
untreated patients and of withholding treatment which 
patients desire and which their doctors think would benefit 
them. Psychotherapy, in its most widely known form—i.e., 
psychoanalysis—may go on for years, and is more often than 
not carried out in private practice. To collect the requisite 
number of comparable patients entails the cooperation of a 
number of psychiatrists engaged in psychotherapy and requires 
that their patients should be willingly available for independent 
examination at various phases of their treatment. 

Psychotherapists are seldom sceptical or, as one might say, 
ambivalent about the treatment they give, and “ philosophic 
doubt” is not in keeping with their metier; many of them 
would desist from psychotherapy if they ceased to be sure that 
it is effective. It is therefore asking a great deal to invite them 
to cooperate, at this time of day, in trying to find out whether 
they may be deceiving themselves as to the usefulness of their 
life’s work. In my own experience, it has not proved possible 
to get groups of psychotherapists committed to an adequate 
planned investigation into the results of their treatment. 


Among the main problems to be solved if such an 
investigation is to succeed are how to measure mental 
change and how to predict mental illness. Now the 


measurement of mental functions is an enterprise to which 
psychologists have addressed themselves with brilliant 


success, and the prediction of behaviour on actuarial lines 
has been developed by psychologists also, as the names of 
T. R. Sarbin, Philip Vernon, and Paul Meehl remind us, 
It would be natural therefore for psychiatrists to have 
prayed in aid of psychologists here for flattening the major 
obstacles and designing the whole investigation with that 
scientific detachment which psychologists may be 
supposed to possess in high degree. 

Detachment is not always evident in psychologists 
when they concern themselves with psychotherapy. Some 
immerse themselves in it wholeheartedly as practitioners, 
on the American pattern. Others sedulously contemplate 
the pretensions of psychotherapy, shudder, and denounce 
its hollowness; they are drawn to it by a fascination like 
that which God has for atheists. But even if psychologists 
are sometimes emotionally involved, just as psychiatrists 
are, there is no doubt that they can contribute notably to 
the elucidation of a problem which everyone must wish 
to see solved. They have in fact tackled it, if C. R. Rogers’ 
** client-centred ” counselling is to be reckoned as a form 
of psychotherapy. Their skills are relevant, and in my 
view indispensable, if we are to emerge from the existing 
morass—as indispensable as the skills of the psyghiatrist. 
By emergence from the existing morass I mean not just 
a warranted conclusion that psychotherapy is or is not 
effective for such and such conditions—though that would 
be much—but a discriminating set of unrefuted propo- 
sitions which would define attainable goals appropriate 
to categories of illness or of personality, classify forms of 
psychotherapy in terms that could be applied without 
ambiguity to the practice of any psychiatrist, and provide 
a more “ objective’, more public and uncontaminated 
analysis of the therapeutic process than any now offered. 

These may seem overweening hopes, in the light of 
what we have had for so long: but, even if they were 
fulfilled it would still be only an instalment, largely 
empirical, of what is needed to free psychotherapy from 
clogging uncertainties. Current methods of psychological 
treatment are, or seem to be, legion; they doubtless 
include procedures that can do harm, at any rate in 
irresponsible hands; and for some of them the connection 
between theory and practice is tenuous, the connection 
between what is preached and what is done so remote as 
to be discreditable. Besides these infirmities, there is 
of course much strength and much achievement. How 
could it be otherwise when there are so many psychiatrists 
of great ability and intellectual integrity, broadly trained, 
and gifted in handling complex relationships with others, 
who devote themselves without reservation or misgiving 
to psychotherapy as their main business in life? It is in 
no sense derogatory of their work to want psychological 
treatment put on a firmer basis of confirmation and 
precision than it now has. A fair-minded and illuminating 
review of psychotherapy in 1955 included the following 
declaration: 

“‘ In our present ignorance it is practically certain that clients 
are treated by methods of varying inappropriateness, largely as 
a function of which therapist they happen to get to. Also it is 
practically certain that many hours of skilled therapists are 
being spent with unmodifiable cases, or in the use of techniques 
which are effective but unnecessarily time-consuming.” 
(Meehl 1955). 

This is true, and it has a moral—a moral that can be 
drawn with special force in a Welfare State like ours, 
under obligation to provide its citizens with all the 
approved medical treatment they need. To withhold 
psychotherapy from any neurotic invalid, or any delin- 
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quent, or anyone with psychopathic personality—once 
it had been demonstrated properly that such treatment 
would lead to recovery or much improvement in these 
people—would be indefensible. It would be indefensible, 
within a comprehensive national health service, even if 
elaborate treatment were shown to be requisite for many 
patients: practical objections would be raised, of course, 
on grounds of cost and the availability of doctors, but the 
issue turns essentially on whether there is convincing 
evidence of the value of treatment. The United States 
Department of Health recently published a book on 
Evaluation in Mental Health which listed and abstracted 
980 relevant articles. It concluded: “‘ an obvious finding 
is the thinness of the efforts at evaluation.” 

Here, then, is a great domain of psychiatric practice 
in which there has been an excessive proportion of guess- 
work and rather a lot of subjective certainty. More doubt 
might have been salutary, for the reason that Bacon 
stated: “if a man will begin with certainties, he shall end 
in doubts; but if he will be content to begin with doubts, 
he shall end in certainties.” The remedy lies in the 
hands of psychiatrists and psychologists working together. 
It will demand a considerable effort of reorientation, 
and indeed sacrifices, from those psychiatrists who 
devote most of their time to systematic psychotherapy; 
and from psychologists it wifl demand an intimate 
understanding of the conditions of clinical practice and, 
indeed, some reorientation likewise. : 

(to be concluded) 


LEUKAEMIA AND RELATED CONDITIONS 
AND THE BLOOD-URIC-ACID 


R. A. HICKLING 
B.A., M.D. Cantab., F.R.C.P. 
PHYSICIAN, CHARING CROSS HOSPITAL, LONDON, W.C.2 


Gout develops very rarely in typical myeloid leukemia 
and rarely in typical polycythemia, but not uncommonly 
in atypical cases of both these diseases, particularly-cases 
of leukemia without the very high leucocyte-count 
(100,000 per c.cm.) in the circulating blood of typical 
cases, and cases of polycythemia in which a high leuco- 
cyte-count occurs in the circulating blood in addition to 
the high erythrocyte-count (Hickling 1953). It is in such 
cases that myeloid metaplasia involving leucoblasts, 
erythroblasts, and especially megakaryocytes develops. 

The association of gout with this type of myeloid meta- 
plasia seems important; and, since a patient may have a 
high blood-uric-acid level for years without any sign of 
gout, the present paper is concerned with observations 
on the blood-uric-acid levels of patients with myeloid 
metaplasia of the spleen, including some cases of typical 
myeloid leukemia, the blood-uric-acid levels being 
related to the histological changes found in bone-marrow 
and spleen. 

It has been found that there is a very close association 
between a high blood-uric-acid level and the presence of 
large numbers of giant cells, closely resembling mega- 
karyocytes, in the bone-marrow and in the tissues affected 
by myeloid metaplasia. This particular association is 
the reason why gout is very rare in typical myeloid 
leukemia, the cells in the tissues and bone-marrow being 
chiefly leucoblasts, and why gout occurs more commonly 
in polycythemia, in which it has been known for many 
years that myeloid metaplasia may involve leucoblasts 


and megakaryocytes in addition to the erythroblasts 
(Weber 1921). 

The relationship between a high blood-uric-acid level 
and inegakaryocyte-like giant cells in the bone-marrow 
and in the tissues affected by myeloid metaplasia appears 
to be a reciprocal one, because, when a leukemia-like 
disease develops in a patient who has had gout for years, 
it is an atypical leukemia, often an “‘ erythroleukemia ”’, 
the leucocytes not reaching “ leukemic” numbers, and 
the tissue changes are those of ‘‘ megakaryocytic myel- 
osis ’’, sometimes with sclerosis of the bone-marrow in 
addition to large numbers of megakaryocyte-like giant 
cells. This is of great importance in considering the 
etiology of leukemia, because very few conditions are 
known to cause myeloid metaplasia, the essential feature 
of myeloid leukzmia. 


Observations 


These statements are based upon observations of the 
blood-uric-acid levels in 58 patients, who have as common 
factors massive myeloid splenomegaly, with various 
associated changes in the circulating blood, the most 
important of which is the presence of immature leuco- 
cytes. The number of leucocytes in the circulating blood 
and the percentage of immature cells vary very greatly 
through the series, from the typical cases of myeloid 
leukemia, with more than 100,000 per c.mm. and a con- 
siderable proportion of immature cells, to the leucopenia, 
with a very low proportion of immature cells, of a few 
cases of “‘ megakaryocytic myelosis ’, polycythemia, or 
osteo- or myelo-sclerosis. But the detection of immature 
red and white cells in the circulating blood is of very great 
importance in the diagnosis of myeloid splenomegaly, and 
other signs of this may be basophilia, sometimes very 
high, and eosinophilia. 

The 58 cases may be classified as follows: 

13 cases of myeloid leukemia with typical circulating blood, in 
5 of which histological findings are available. 

4 cases of myeloid leukemia in which, before treatment, the 
leucocytes did not reach “‘ leukemic ’’ numbers (about 100,000 per 
c.mm.); histological findings are available in 2 of them. 

10 cases of polycythemia, in 8 of which histological findings are 
available. ‘ 

11 cases of osteosclerosis, with distinct radiological changes in the 
bones, in 10 of which histological findings are available. 

11 cases of myelosclerosis, in all of which histological findings are 
available. 

6 cases of “‘ megakaryocytic myelosis,” in all of which histological 
findings are available. 

3 cases of chronic non-leukemic myeloid splenomegaly (Witts 
1956), in all of which histological findings are available. 

These divisions are made for convenience only, and 
many cases could be put into other divisions. For 
example, 1 patient with myeloid leukemia had consider- 
able megakaryocyte proliferation in the bone-marrow; all 
the patients with polycythemia had well-marked mega- 
karyocytic proliferation in the bone-marrow or in the 
tissues, or in both; 2 of the patients with megakaryocytic 
myelosis had some very fine sclerosis of the bone-marrow; 
and several patients with osteosclerosis and with myelo- 
sclerosis had considerable megakaryocytic proliferation 
of the bone-marrow in addition to the sclerotic changes. 
The relationship between these cases is discussed later. 

To save repetition, throughout the paper figures for 
blood-uric-acid levels indicate the number of milligrammes 
in 100 ml. of blood, the estimations being made on blood- 
serum. The term giant cells means giant cells closely 
resembling megakaryocytes, as these appear in sections 
of bone-marrow. 
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MYELOID LEUKAMIA 

Of the 13 patients with typical circulating blood 12 had 
uric-acid levels of 3-1-6-6 mg. except for short periods at the 
beginning of X-ray treatment, when levels of 7:0-9-5 mg. 
were found, the levels later returning to the previous values. 
5 patients died of myeloid leukemia, but no histological find- 
ings were available. In 5 cases histological findings were avail- 
able, and the proliferation of the bone-marrow and the myeloid 
metaplasia of the tissues was predominantly leucoblastic without 
conspicuous giant cells. 1 patient had a considerable increase 
in the reticulin fibres in the bone-marrow together with 
leucoblastic proliferation. 2 patients are still living, with 
uric-acid levels of 3-4—5-6 mg. 

4 patients in this group did not have typical leukemic 
circulating blood. 1 of these had a uric-acid level of 4-0 mg. 
with typical leucoblastic changes in the bone-marrow and 
typical leucoblastic myeloid metaplasia of the tissues. 1 had 
uric-acid levels of 6°-7-11-7 mg. (seven estimations in a year) 
and conspicuous giant cells in the proliferated bone-marrow. 
The 2 other patients had uric-acid levels of 10-0 mg. and 
9-1 mg., but no histological findings are available. None of the 
patients with myeloid leukemia had gout. 


POLYCYTHAMIA 

Of the 10 cases in this group 4 were seen in an early stage, 
when spleens were not massive, and when there was no leuco- 
cytosis and there were either no or very few immature leuco- 
cytes in the circulating blood. The uric-acid level in all at this 
stage was 2:1—4-9 mg. 1 patient died four years later, but no 
more uric-acid estimations were made. 1 died nine years later 
and had many giant cells in a sclerotic bone-marrow and in the 
myeloid metaplasia of the spleen, but no further uric-acid 
levels were estimated. In another patient, however, who is 
still living, the spleen has become much larger, small numbers 
of immature leucocytes are constantly present in the circulating 
blood, the blood-uric-acid level has risen to 7-9—12-0 mg., and 
bone-marrow biopsy shows a great many giant cells, with some 
very fine sclerosis. The 4th patient, also still living after twelve 
years’ observation, has developed massive splenomegaly, 
a high leucocytosis (up to 40,000 per c.mm.), and blood- 
uric-acid levels of 6-6-7-7 mg. No histological findings are yet 
available. 

The remaining 6 patients with polycythemia were seen when 
already they had massive splenomegaly, with leucocytosis and 
immature leucocytes in the circulating blood. The blood-uric- 
acid levels in all of them were 6-6-13-3 mg., very often above 
7-5 mg. 1 patient died seven years after being seen (no histo- 
logical findings); 1 is still living, in whom bone-marrow biopsy 
shows a great many giant cells; 1 died after seven years’ 
observation and had a great many giant cells in the bone- 
marrow, no sclerosis, myeloid metaplasia of the spleen, and 
very slight myeloid metaplasia of the liver; 1 died after seven 
years’ observation and had a great many giant cells in the bone- 
marrow, with slight sclerosis in places; 1 died after six years’ 
observation and had a great many giant cells in the bone- 
marrow; and the last is still living, bone-marrow biopsy showing 
well-marked giant-cell proliferation, with early sclerosis. 5 of 
the patients with polycythemia had gout. 


OSTEOSCLEROSIS 

Of the 11 patients in this group, 6 nad blood-uric-acid levels 
of 6-6-12-0 mg. constantly, with large numbers of giant cells 
in the osteomyelosclerotic bone-marrow and large numbers of 
giant cells in the myeloid metaplasia of the spleen. 1 patient 
had uric-acid levels of 7-0-10-0 mg. (eight estimations in two 
years) with no giant cells in the myeloid metaplasia of the liver 
or of the spleen (the bone-marrow was not examined). 3 patients 
had blood-uric-acid levels of 4-0-6-0 mg. throughout the period 
of observation, and there were no conspicuous giant cells in 
the osteosclerotic bone-marrow or in the myeloid metaplasia of 
the spleen or of other tissues. 1 had uric-acid levels of 5-4— 
6-6 mg., but the patient is still alive, and no histological 
findings are yet available. 4 of the patients with osteosclerosis 
had gout. 


MYELOSCLEROSIS 

There are 11 patients in this group. In 5 the uric-acid levels 
were 6:1-7-7 mg. (five estimations in a year), 5-7-8-3 mg. (four 
estimations in two years), 7-5-10-7 mg. (nine estimations in 
three years), 7-°0—9-0 mg. (eleven estimations in five years), and 
8-0-10-4 mg. (two estimations in four weeks), and all 5 had 
conspicuous giant cells in the bone-marrow and in the organs 
affected by myeloid metaplasia. 5 had uric-acid levels of 2:8- 
5-3 mg. and no giant cells in the bone-marrow or in the organs 
affected by myeloid metaplasia. 1 patient had uric-acid levels 
of 2:0-5-8 mg. over a period of six months and then 6-7-7-8 mg. 
over the next nine months. At necropsy he was found to have 
a great many giant cells in the bone-marrow, with very fine 
sclerosis and myeloid metaplasia of the spleen and the liver 
without conspicuous giant cells. The last patient had myelo- 
sclerosis with large numbers of giant cells in the sclerotic bone- 
marrow associated with the presence of malignant cells from 
a malignant prostate in the bone-marrow. He had myeloid 
metaplasia of the liver and the spleen. His blood-uric-acid 
levels were 5-1-9-6 mg. over a period of two years. 2 of the 
patients with myelosclerosis had gout. 

MEGAKARYOCYTIC MYELOSIS 

There are 6 patients in this group; 3 had gout, 2 after the 
splenomegaly and other features had been recognised, and 1 
started to get attacks of gout twelve years before the spleno- 
megaly was recognised. 1 patient had uric-acid levels of 6-4— 
11-4 mg. (twenty-one estimations in thirteen years); 1 had 
12-5-16 mg. over three months; and 1 had 7-8-11-2 mg. (four 
estimations in a year). All 3 had a great many giant cells in the 
bone-marrow; 2 had localised masses of myeloid metaplasia in 
the spleen containing very large numbers of giant cells. In 
another patient the uric-acid levels were 5-5-8-6 mg. over five 
months, and he had large numbers of giant cells in the bone- 
marrow, with very fine sclerosis. The remaining 2 patients 
were exceptions: in 1 the uric-acid level was 7-0 mg. or higher 
only five times out of nineteen estimations in six years, but the 
bone-marrow showed a great many giant cells with doubtful 
early sclerosis, with myeloid metaplasia of the spleen; and in 
1 other patient there was a single estimation of blood-uric-acid 
(4:5 mg.), and bone-marrow biopsy two years later showed 
large numbers of giant cells with early sclerosis. 

CHRONIC NON-LEUKAMIC MYELOID SPLENOMEGALY 

3 cases are placed in this group because, though they had 
massive myeloid splenomegaly, the bone-marrow was normal, 
being neither hyperplastic nor sclerotic. All died of weakness 
and wasting. None had any prominent giant-cell proliferation 
in the myeloid metaplasia of the spleen or the liver. 1, observed 
for seven years, had blood-uric-acid levels of 2-7-6:3 mg. (eight 
estimations); 1, observed for two months, a uric-acid level of 
5-7 mg.; and 1, observed for three years, had uric-acid levels of 
4-9, 6-7, and 8-0 mg. 

Throughout the study occasional blood-urea estimations 
were made (which were always found to be normal) to 
ensure’ that raised blood-uric-acid levels were not part of 
a general retention of nitrogen. 


Discussion 

With few exceptions the blood-uric-acid levels of 
patients with myeloid leukemia and related conditions, 
without conspicuous giant cells in the bone-marrow or 
in the organs affected by myeloid metaplasia, were between 
2:1 and 6-6 mg. and of patients with conspicuous giant 
cells, also with few exceptions, between 6-6 and 12-0 mg. 
These observations suggest that blood-uric-acid levels in 
myeloid splenomegaly are an important guide to the type 
of myeloid metaplasia present, and may enable a gradual 
change in the type of histological change in the bone- 
marrow and organs affected by myeloid metaplasia to be 
recognised. 

A study of cases of myeloid splenomegaly, some of 
them for many years, suggests certain conclusions. 
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Probably as a result of a metabolic disorder, bone-marrow 
cells proliferate and blood-cells are formed in the spleen 
and elsewhere. This earliest stage is very rarely seen 
because it is usually symptomless; but it may occasionally 
be found in routine examinations, when slight enlargement 
of the spleen and increase in red cells, white cells, and 
platelets and slight basophilia in the circulating blood are 
found; or this stage may be found in the investigation of 
abnormal hemorrhage—e.g., into the tissues—or in the 
investigation of gout. There is no information about 
whether ordinary cases of myeloid leukemia pass through 
such a stage, because the known histology of that disorder 
is the histology revealed at necropsy; but the fact that 
a few patients with myeloid leukemia have a raised blood- 
uric-acid level suggests that there may be a stage of 
general blood-cell proliferation before the mainly leuco- 
blastic proliferation is established. When first seen, most 
patients have already massive splenomegaly and 100,000 
leucocytes or more per c.mm. in the circulating blood, 
suggesting that the disorder has been long established 
before symptoms are sufficiently severe to cause the 
patient to seek advice. 


The first stage, of general proliferation of bone-marrow 
cells and myeloid metaplasia of the spleen, may be 
followed by a stage of chiefly red-cell proliferation, when 
the symptoms and signs of polycythemia may be pro- 
duced, and by a stage of chiefly megakaryocyte prolifera- 
tion, and this by a stage with increasing reticulin prolifera- 
tion, followed by marrow sclerosis and then by calcifica- 
tion and osteosclerosis. The blood-uric-acid level is a 
guide in tracing these stages, because megakaryocytes in 
large numbers may persist into the myelosclerotic and 
osteosclerotic stages or they may be obliterated. It is 
doubtful if myelosclerosis and osteosclerosis occur without 
a preceding stage with megakaryocyte proliferation. Each 
of these stages may last many years; and there is no 
correlation between the underlying pathological state of 
the bone-marrow and myeloid metaplasia and the clinical 
and hematological features, and this has caused much 
confusion. The best-known types are the chronic cases of 
megakaryocytic myelosis, myelosclerosis, and osteo- 
sclerosis: the patients live for years with little inter- 
ference with their general health, the commonest symp- 
toms being those due to the splenomegaly, and death is 
ultimately due to weakness, wasting, and anzmia. 
But acute and subacute cases occur in all three stages. 
The acute cases have a course exactly similar to that of 
acute leukemia, the patient having pyrexia, severe 
anzmia, and hemorrhages and dying in a few weeks or 
months. Even patients with very dense osteosclerosis or 
myelosclerosis, which probably took many years to 
develop, may have no symptoms until they manifest an 
acute illness exactly like acute leukemia. There were 
3 acute cases in this series: 1 of early myelosclerosis, 1 of 
dense advanced myelosclerosis, and 1 of dense osteo- 
sclerosis. Several acute cases have been described 
(Assmann 1907, Firket and Campos 1922). Subacute 
cases are those which are seen because of anemia and 
weakness, and the patients remain weak and ill throughout 
the period of observation, unaffected by treatment except 
temporarily by blood-transfusion. There were 6 subacute 
cases in this series, all of which presented various degrees 
of osteosclerosis or myelosclerosis, some with and some 
without conspicuous giant cells among the fibrous tissue. 
Several subacute cases have been described (Wood and 
Andrews 1949), 


Just as there is no correlation between the type of histological 
change in bone-marrow and spleen and the clinical condition 
of the patient, there is also no correlation with the state of the 
circulating blood. In a patient with megakaryocytic myelosis, 
myelosclerosis, or osteosclerosis the numbers of red cells, 
leucocytes, and platelets may be high, normal, or low, there 
being very great variations from case to case, and the blood 
picture may change greatly under observation. The great 
variations in the circulating blood and in the histological picture 
have been well described (Hutt et al. 1953, Richmond and 
Duncan 1956, Korst et al. 1956). 

Korst et al. (1956) found raised blood-uric-acid levels in 
6 of their 23 patients with “‘ myelofibrosis ” but did not corre- 
late this finding with histological changes. A patient with 
anemia may develop polycythemia (Hutt and Richardson 
1950), a patient with polycythemia may develop “ leucoery- 
throblastic anemia” (Stone and Woodman 1938), a patient 
with ‘“‘leucoerythroblastic anemia” may develop poly- 
cythemia (Schwarz 1939), a patient with “ leukemic” blood 
may develop polycythemia (Major and Weber 1943), and 
patients may have a blood picture both “ leukemic” and 
“‘ polycythemic ” (McAlpin 1929, Klumpp and Hertig 1932, 
Meulengracht and Petri 1932). 

6 patients had gout for years before splenomegaly was 
first discovered because of abdominal symptoms or during 
the investigation of weakness, cramps in the legs at 
night, or gout. The intervals between the first attack of 
gout and the discovery of splenomegaly in these 6 cases 
were three, six, seven, ten, twelve, and forty-one years. 
Only 1 patient was seen before the discovery of spleno- 
megaly: gout started in 1929; and he was seen in 1930 
because of,a large hemorrhage from the bowel, but the 
spleen was not felt then; abdominal symptoms, leading 
to the discovery of a large spleen, developed in 1936. 3 of 
these 6 patients are in the polycythemia group, 2 in the 
myelosclerosis group (one very early sclerosis, the other 
advanced sclerosis), and 1 in the megakaryocytic myelosis 
group. 5 had very large numbers of giant cells in the bone- 
marrow, and 1 very large numbers in the spleen, with 
dense bone-marrow sclerosis. 

If the numbers of leucocytes in the circulating blood in 
the chronic cases are considerably increased—e.g., 30,000 
per c.mm.—a good response to X-irradiation of the spleen 
or to busulphan by mouth may be obtained regardless of 
the type of underlying histology. The spleen becomes 
smaller, the weakness improves, and cramps in the legs 
disappear. Good response to X-ray treatment was 
obtained in 3 cases of polycythemia, 3 cases of osteo- 
sclerosis, 2 cases of myelosclerosis, and 1 case of mega- 
karyocytic myelosis, and to busulphan in 5 cases, all of 
which had been treated with at least one course of X rays. 
As with ordinary leukemia, the effect of treatment lasts 
a variable length of time, and subsequent courses of 
treatment tend to have diminishingly good results. As 
opposed to ordinary leukemia, most patients with a 
chronic illness die of weakness, wasting, and anemia, and 
sometimes chronic gout, without an acute “ leukemic ” 
termination. Only 1 chronic case in the series, with dense 
osteosclerosis, presented a terminal blood picture like that 
of an ordinary case of myeloid leukemia with very large 
numbers of myeloblasts. 

In only 2 instances in this series was there very evident 
phagocytosis by the giant cells. There was no correlation 
between large numbers of giant cells in the tissues and 
large numbers of platelets in the circulating blood. Almost 
always, however, giant platelets were found, and in most 
cases a few megakaryocytes were, at times, found in the 
circulating blood. These may occur, however, in typical 
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cases of myeloid leukemia (Minot 1922). For example, 
in the cases of polycythemia, platelets in the circulating 
blood were found to be very numerous in only 3 cases, 
and in the cases of megakaryocytic myelosis they were 
only very numerous constantly in 1 patient, being normal 
in number in the others. In the cases of osteosclerosis and 
myelosclerosis in which large numbers of giant cells were 
present in the tissues, though the platelets in the circu- 
lating blood varied from time to time they were mostly 
normal or somewhat fewer than usual. 

The giant cells were studied (Goldschmid and Isaac 
1922), and the conclusion was reached that they are 
phagocytic and also formed platelets. Needle-puncture 
aspiration of bone-marrow is an unsatisfactory method of 
examination in this type of case. The megakaryocytes 
seem to be very fragile and often appear in groups; so 
they may miss being aspirated in any particular puncture. 
This has been repeatedly proved in the present series, 
where only on very few occasions were large numbers of 
megakaryocytes present in a bone-marrow aspirate, 
though biopsy showed conspicuous giant-cell proliferation. 


Summary 


An account is given of the blood-uric-acid levels of 58 
patients with myeloid splenomegaly—17 with myeloid 
leukemia, 10 with polycythemia, and the remaining 31 
with myeloid splenomegaly associated with osteosclerosis, 
myelosclerosis, megakaryocytic myelosis, and similar 
conditions. 

A high blood-uric-acid level was very closely associated 
with the presence of large numbers of megakaryocyte-like 
giant cells in the bone-marrow and spleen. 

Blood-uric acid levels may be used as a guide to the 
type of myeloid metaplasia present, and the gradual 
change between some of the conditions mentioned above 
—e.g., from polycythemia to megakaryocytic myelosis, 
and from megakaryocytic myelosis to myelosclerosis— 
may be followed by determining the blood-uric-acid levels. 

When a leukezmia-like disorder appears in a patient 
who has had gout for years, the histological changes in 
the bone-marrow and spleen are those of megakaryocytic 
myelosis. 

Prof. J. Patterson and his chief assistant Dr. J. Swale, of Charing 
Cross Hospital Medical School, were responsible for practically 
every blood-uric-acid estimation. Most of the patients on whom 
these observations were made were under my own care at Charing 
Cross Hospital. Dr. E. C. Warner, Dr. N. S. Plummer, Dr. P. B. S. 
Fowler, of Charing Cross Hospital, Sir Alun Rowlands, and Dr. John 
Ellis, of the London Hospital, and Dr. W. A. Bourne and Dr. E. C. B. 
Keat, of the Royal Sussex County Hospital, Brighton, kindly allowed 
me to study cases under their care. I am most grateful to all for their 
help. 
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SALT IN PREGNANCY 
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IN pregnant rats the appetite for sodium chloride 
increases more than the appetite for calcium (Richter and 
Barelare 1938). In 1945, on the suggestion of Prof. 
F. G. Young, and under the auspices of the Medical 
Research Council, the effect of salt on the cramps of 
pregnancy in women was investigated in St. Thomas’s 
Hospital, London. The results were published by 
Robinson (1947). The conclusion was that salt cured the 
cramps of pregnancy in a large percentage of cases, and 
that there was little risk of producing toxemia of preg- 
nancy by giving salt to cure the cramps of pregnancy. 

At a later date 915 pregnant women with cramps were 
treated, and there was no greater incidence of toxzmia 
among them than among 2690 untreated women attending 
the antenatal clinics during the same period. It was found, 
however, that most of the patients who complained of 
severe cramp also disliked salt. This dislike of salt made 
it difficult to persuade all of them to take — addi- 
tional salt to cure their cramps. 

It was decided that it would be better to paewent the 
cramps, if possible, by getting women to take more salt 
early in pregnancy; but before doing this it was essential 
to find out whether extra salt in the diet of pregnant 
women did or did not increase the incidence of toxemia 
of pregnancy. The present investigation was begun on 
Aug. 14, 1954, and the last patient was delivered in 
April, 1957. 

Method 

Alternate patients, on their first examination at the 
clinics, were put into groups S and S—. Group S were 
advised to take more salt in their diet—to use more salt 
in cooking, to add extra salt to their food at table, and to 
eat salt bacon, salt fish, and salted nuts, butter, &c. 
Group S— were told to take less salt in their diet—to use 
as little salt as possible in cooking, to refrain from adding 
salt to their food at table, and to eat smoked bacon, 
unsalted butter, and unsalted fish, &c. Otherwise the 
diets and other advice were the same in both groups. 
At each visit their weight, blood-pressure, and urine tests 
were recorded, and they were reminded about their intake 
of salt according to their group. Patients with a history 
of toxemia were not excluded. 

Patients were considered to have toxemia if their 
blood-pressure rose above 140/90 mm. Hg with or without 
other symptoms. They were also considered to have 
toxemia if they had cedema and albuminuria without a 
rise in blood-pressure. 

At the first sign of toxemia patients who had not 
booked a general practitioner were sent to hospital, 
where they were seen by an obstetrician who knew nothing 
of the patients’ intake of salt. He confirmed the diagnosis 
and admitted the patient to hospital for treatment. On 
admission the intake of salt was stopped. The liaison 
between the hospitals and the local-authority clinics is so 
close that it was possible for the investigator to follow the 
case-notes of each patient through to the end of the 
puerperium. 

All patients booked by general practitioners were sent 
home to bed.. The midwife in charge of the patient 
informed the general practitioner of what had been found 
and visited the patient at home about three times a week. 
She kept a record of the patient’s progress, and these 











~ es Ce a 





























25 JANUARY 1958 ORIGINAL ARTICLES 179 
TABLE I—AGE OF PATIENTS All the other abnormal conditions present in both 

canted groups are shown in table vir. The incidence of cedema, 

Group a perinatal deaths, antepartum hemorrhage, and bleeding 
ee de th eh dae during pregnancy was lower in group S than in group S—. 

Ss 67 653 | = 281 18 1019 inci " 

3- 4 643 «(| «(23 «(| «Cak| «(000 Whereas the incidence of postpartum hemorrhage, pre 
ee at pa hake | Gee | maturity, deformities, and breech delivery was almost 





records were given to the investigator at the end of the 
puerperium. 

As soon as the first 200 women had been delivered, the 
number of toxezmias in both groups were assessed. There 
were 8 in group S,and 12 in group S—. Each group 
contained 100 women. It was decided that it was safe to 
continue the investigation. 


Results 

The investigation started in August, 1954. By August, 
1956, 2077 patients had begun treatment, and the last 
delivery was in April, 1957. 

Of these, 1039 had been told to take more salt. 7 of 
them left the borough before delivery, 10 miscarried, and 
3 were later found not to be pregnant. Therefore 20 
cases had to be discarded, leaving 1019 completed cases. 


TABLE II—PARITY OF PATIENTS 





Parity 
Group — —— ———— — 
0 1-3 4ormore | Total 
Ss | 144 720 | 155 | 1019 


s- 146 695 | 159 | 1000 


1038 other women had been told to take less salt. 10 
of them left the borough before delivery, 22 miscarried, 
and 6 were found later not to be pregnant. Therefore 38 
had to be discarded, leaving 1000 completed cases. 

The women in both groups were more or less similar 
in age (table 1), parity (table 11), and time of first attend- 
ance at the clinics (table 11). 

There were 38 cases of toxemia in the 1019 patients in 
group S and 97 in the 1000 patients in group S—. The 
number of toxemias is shown in relation to parity in 
table Iv and to the mother’s age in table v. The toxzmias 
were fewer in group §S at all ages and parities. Table vi 
shows the toxemias in detail in both groups. One patient 
in group S— had gross cedema of legs, hands, face, and 
abdomen, with headaches and vomiting. 

All the other patients who had had cedema were then 
collected, those with varicose veins being discarded. The 
numbers of cases with cedema alone were 163 in group S, 

TABLE III—DATES OF FIRST ATTENDANCE 


First attendance at (wks.) 











Group T 
0-20 {| 21-30 | 31-40 | Total 

Ss 531 384 104 =| ~— 1019 

| 1000 


S- 518 346 136 
and 287 in group S—. Q£dema of the legs alone was 
present in 121 patients in group S and 206 pafients in 
group S—. Qidema of the hands, abdomen, and legs 
was present in 42 patients in group S and 81 patients in 
group S—. 

Table vil shows the numbers of patients in both gr.»ups 
who had had toxemia in a previous pregnancy, together 
with details of those who developed toxemia again in 
their present pregnancy. In group S there were 40 such 
patients, of whom 5 again developed toxemia; and in 
group S— there were 39 such patients, of whom 13 again 
developed toxemia. 


the same in both groups. 2 of the 17 cases of antepartum 

hemorrhage in group S were due to placenta previa, and 

15 were diagnosed as accidental hemorrhage by the 

obstetricians in the hospital. 4 of the 32 cases in group S— 
TABLE IV—TOXAMIA IN RELATION TO PARITY 


Parity 
0 1-3 4 or more Total 
Group S: 
Patients aia 144 720 155 1019 
Toxemias .. 16 18 4 38 
Group S—: } 
Patients is 146 695 159 | 1000 
Toxemias .. 38 51 8 97 


were due to placenta previa, and 28 were diagnosed as 
accidental hemorrhage by the obstetricians in hospital. 

The numbers of premature births in both groups were 
almost the same, and the range of birthweights was 
similar. However, the maturity by dates was not the 
same, because 21 infants were born at less than thirty- 
four weeks, with 13 perinatal deaths, in group S—, and 
only 11 infants at less than thirty-four weeks, with 4 
perinatal deaths, in group S. 

Table rx shows the stillbirths in detail. The deformities 
were anencephalus, hydrocephalus and spina bifida, 
exomphalos, and foetus papyraceus. The perinatal deaths 
are the stillbirths plus the deaths of infants in the first 
week of life ; they were fewer in group S than in group 


TABLE V—TOXAMIA IN RELATION TO MOTHER’S AGE 


Mother’s age (yr.) 


| 0-20 21-30 | 31-40 | 41-50 Total 
Group S : 
Patients .. 67 } 653 | 281 | 18 1019 
Toxemias | 4 20 12 | 2 38 
Group S—: | | 
Patients .. 60° 643 273 ar } =“? 


Toxamias 10 54 28 


S—. The neonatal deaths are deaths in the first twenty- 
eight days after birth; they are given in detail in table x. 
The neonatal deaths were fewer in group S than in 
group S—. The greatest difference lay in the respiratory 
syndrome, which was variously described in the necropsy 
reports as atelectasis, vernix membrane, hemorrhagic 
pneumonia, and cold injury. 

During part of the investigation the placentas were 
weighed in 348 consecutive labours. 176 placentas came 
from group S and 172 from group S—-. Twins were born 
to 6 women in group S and to 2 in group S—. The twin 
placentas were discarded, leaving 170 placentas of single 
infants in each group. The mean placental weight was 
21-48 oz. in group S and 20-90 oz. in group S—. Placental 
infarcts were found in 13 placentas in group S and in 32 
placentas in group S—. 

TABLE VI—DETAILS OF TOXAMIAS 
i ee Boa y eer 41 at } 
| Raised | Raised | Alb. | —_ | Severe 


| 
| | 
Group | | Alb. | BP. | (BP. |Qidema| Alb. |edema 
Alb. | Gidema) | Edema! 
“s | si 9o9if]o| 4 9 o | 1% | o 
37 1 37 1 
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The mean weekly gain of weight was assessed in 844 
patients who had attended the clinics regularly from less 
than twenty weeks’ pregnancy to more than thirty-six 
weeks’ pregnancy. There were 422 cases in group S and 
422 in group S The mean weekly gain of weight was 
0-95 lb. in group S and 0-99 lb. in group S 

In group S some patients complained of severe 
backache, some of irritation of the skin of arms, legs, or 
abdomen, and some of weariness and stiffness in the 


limbs. Others complained of falling because their legs 
TABLE VII—PREVIOUS TOXAMIAS 

Raised 

: Recur- Raised Raised | Raised Alb. B.P. 
Group! No. nt oe Alb. B.P. B.P. : 

rence B.P Alb Cideme Cdema_ Alb. 

— : Cdema 
Ss 40 5 0 0 1 1 0 3 
Ss 39 13 2 1 1 5 0 4 


suddenly gave way under them. Sometimes this was so 
severe that they were afraid of going out of their houses 
or of crossing the road, in case they fell. These symptoms 
did not develop in group S, and if they were present at the 
first examination they disappeared as soon as the women 
took more salt. 

Of all the cases diagnosed as toxemia and sent to hos- 
pital only 2 were rejected as not being toxemia. The 
diagnosis of all the cases in group S— was confirmed by 
the hospital, and the patients were admitted for treatment. 
The 2 cases rejected as not being toxemia were in 
group S. 

The Ist case to be rejected was in a patient with a raised 


blood-pressure and no other symptoms of toxemia. She 
TABLE VIII—TOXAMIAS AND OTHER ABNORMALITIES OF PREGNANCY 
sf Sw « rs sieSige 2 

gis | § | 88) 2/1 8a) & | = |selge sei gs! 
© 2) 8k EE & $8 8 & BE Beez ge & 
Oo = 2s < c= A & VO ng so ko s 
_ Qe Pe) ~ Py > ieee | UF uv 

- Q 

Ss 1019; 38 , 27 | 17 | 27 | 163 | 47/| 86 | 23/| 22/ 9/| 25 
Ss 1000, 97 50 | 32 | 50 | 287 | 50 | 89 | 29/| 19 14} 22 


returned to the local-authority clinic and was encouraged to 
take still more salt, because it was thought that this would 
be sure to bring out her latent toxemia. A week later her blood- 
pressure had fallen to normal, and it remained down for the 
rest of her pregnancy. No other symptoms of toxemia devel- 
oped, even though she kept up her increased intake of salt to 
the end. 

After this case, all women, in both groups, with only a 
raised blood-pressure were watched for a week before 
being sent to hospital. All such women in group S 
had, by the end of the week, developed other signs of 
toxemia and had to be sent to hospital, where the 
diagnosis was confirmed and they were admitted for treat- 
ment. However, in group S, there were 4 women whose 
blood-pressure had dropped at the end of a week, no 
other signs of toxemia developing. They remained well 
throughout the remainder of their pregnancies. 

Meanwhile the 2nd case had been rejected by the 
hospital as not being a case of toxemia: 

She had raised blood-pressure and albuminuria. When 
seen at the local-authority clinic, she had been told to take still 
more salt in her food and to report at the hospital clinic almost 
a week later. When she reported, her blood-pressure was 
normal and her urine clear. She returned to the local-authority 
clinic and was advised to continue on her larger intake of salt. 


TABLE IX—-STILLBIRTHS 


. : Grossly Apparently 3 Infarcted 
Group| No. deformed | normal | Macerated| Fresh placentz 
Ss 20 7 13 4 ) | 4 
s- 31 + 27 12 15 7 


She did so and remained well throughout the rest of her 
pregnancy. 

It was then realised that these transitory symptoms of 
toxemia developed only in group S, and not at all in 
group S—. It was thought that these symptoms might 
probably be due to the effect of the extra salt in the diet 
of these patients. Since the symptoms were only tran- 
sitory, it was decided that, in future, all women showing 
signs of toxemia in group S would be told to take still 
more salt, and to report each week at the local-authority 
clinics. In 11 cases the symptoms disappeared and never 
recurred throughout the remainder of the pregnancies. 
Of these 11 patients 8 had raised blood-pressure and 
cedema, 2 had raised blood-pressure, albuminuria, and 
cedema, and 1 had albuminuria and cedema. 


TABLE X——-NEONATAL DEATHS 


: : ; 
- ses Cerebral Respiratory _ Fibrocystic 
Group No. | Deformities hemorrhage | syndrome disease 
Ss 8 3 1 | 4 0 
S- 21 4 2 14 1 


When the investigation had ended and the data had 
been collected, the question arose: what were these cases 
with transitory symptoms of toxemia? Were they 
toxezmias which had spontaneously recovered, or were 
they not toxzmias at all? No similar cases had occurred 
in group S—. Since it had been ultimately found that the 
incidence of toxemia was much lower in group S than in 
group S—, it was difficult to believe that the extra salt in 
the diet had been the cause. It was decided that, in 
future, women with toxemia of pregnancy should be 
treated with extra salt in their diet. Then it would be 
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Fig. 2—A mild case of toxemia which cleared up completely. 


seen whether the symptoms disappeared or became 
worse. i 

There were 28 women with toxemia of pregnancy 
between the end of May and the end of September, 1957. 
8 of them had booked general practitioners and were not 
given extra salt but were referred, as usual, to their 
general practitioners, who either treated them at home or 
sent them to hospital. These toxemias followed the 
normal course and showed no sign of spontaneous 
recovery before delivery. The other 20 patients had not 
booked a general practitioner and were advised to take 
extra salt. This was their only treatment; they were not 
put to bed or told to rest; nor were they given sedatives. 


The Ist patient developed toxemia at thirty-seven weeks’ 
pregnancy. She took more salt by adding as much salt as 
possible to her food. Her symptoms had all disappeared in a 
week, and being better she spontaneously took less salt. Next 
week her symptoms recurred. She again took more salt and 
was again better in a week. She then continued on her increased 
intake of salt until the end of her pregnancy and had no 
further symptoms of toxemia (fig. 1). This patient’s weight 
again increased just before her blood-pressure rose, and 
returned to normal when she took more salt. 

The 2nd patient disliked salt and was put on six pills of 
sodium chloride a day. Each pill contained gr. 5; so she was 
taking gr. 30 of sodium chloride daily. Her blood-pressure 
never settled; it dropped to normal each afternoon and rose 
again every morning. Her headache disappeared in twelve 
hours and never returned. Her cedema went in four days and 
reappeared a few days later in her legs for a day. Eight days 
after the onset of her toxemia she was delivered of a normal 
full-time infant. 

A 3rd patient, who disliked salt, was put on twelve gr. 5 
pills of sodium chloride a day. All her symptoms disappeared, 
but her blood-pressure never fell below 140/90 mm. Hg, and 
on several days she had slight cedema of the legs only. This 
patient and the 2nd patient were the only ones who had 
infarcted placentas. 

The remaining 16 patients were advised to measure out 
each morning four heaped teaspoonfuls of table salt and 
to see that by night they had taken all of it. It was 
calculated that they took about gr. 200-300 of sodium 
chloride daily. The larger the amount taken the quicker 
was the recovery. They found it easiest to take the bulk 
of this salt in orange-juice, lemonade, or lime-juice, the 
remainder being put on their food. They were visited 


daily until all symptoms had disappeared. All of them 
recovered completely and continued well on at least three 
heaped teaspoonfuls of table salt a day. None of them had 
an infarcted placenta, and all gave birth to live full-term 
infants. 

In a 4th patient toxemia developed about the thirtieth 
week of pregnancy. She is 5-para with no history of previous 
toxemia. The blood-pressure rose first at the eighteenth 
week, and she was advised to take more salt. At her next 
visit, her blood-pressure had dropped to normal; so she 
spontaneously cut off her extra salt. This was not discovered 
until toxemia developed at the twenty-ninth week. She was 
then told to take three heaped large teaspoonfuls a day and 
recovered. Her husband and two children developed influenza ; 
and she was so busy nursing them and running the house 
that she had no time to measure out her daily salt. As a result 
her blood-pressure again rose, but she had no recurrence of 
symptoms. She was told that she could work as hard as she 
liked, provided she took four heaped teaspoonfuls of salt daily. 
She again recovered, and was delivered, at forty-two weeks, of 
a living infant weighing 8 lb. 6 oz., who cried lustily. Macro- 
scopically the placenta showed a few tiny patches of infarction 
round its edges. 

It was later found that large quantities of table salt 
often made the patients vomit. Nausea and vomiting 
disappeared when they changed over to rock salt, but 
rock salt is more difficult to measure. - 

It therefore appears that the 17 cases in group S were 
true toxemias which recovered spontaneously because 
still more salt had been consumed after the symptoms had 
developed. | 

Conclusion 

Extra salt in the diet seems to be essential for the health 

of a pregnant woman, her foetus, and the placenta. 


Summary 

2077 pregnant women were investigated. 1039 were 
told to take more salt and 1038 to take less salt. 

There was a lower incidence of toxemia, oedema, 
perinatal death, antepartum hemorrhage, and bleeding 
during pregnancy in those told to take more salt. Other 
conditions were about the same in both groups. Of those 
told to take extra-salt 17 had transitory symptoms of 
toxzemia. 

20 women with early toxemia were then treated with 
extra salt. All of them improved, and the larger the dose 
of salt taken the quicker and more complete was the 
recovery. The extra dose of salt had to be taken up to the 
time of delivery; otherwise the symptoms of toxemia 
recurred. Only early cases of toxemia were available for 
treatment. 

My thanks are due to the Derby borough district midwives for 
their help in this investigation. 
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“. .. Civil aviation enjoys a phenomenal safety record in com- 
parison with that of the automobile, it being approximately 
forty times safer to fly on a scheduled airliner than to travel 
a like distance by auto, But this wide variation would not 
exist if reasonable consideration had been given in earlier 
years to crash-safety design in automobiles. If all automobiles 
were equipped with safety belts—and people wore them— 
adequate door locks to keep the occupants from cracking their 
skulls on the pavement, and delethalized interiors, the 
difference in the ‘safety ratio’ between airline and auto- 
mobile travel would be reduced by at least one-half.”— 
A. Howarp Hasgroox, J. Aviat. Med. 1957, 28, 541. 
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THERE is no need to stress the problems posed by the 
large numbers of mentally defective people, and by our 
few present hopes of fully corrective therapy. A milestone 
in the modern development of our knowledge occurred 
with the discovery of the specific hereditary form of mental 
deficiency called phenylketonuria (Folling 1934), especially 
because of its association with a comparatively simple 
disorder of phenylalanine metabolism—simple, that is, 
when compared with the complexity of the biochemistry 
in other hereditary forms of mental deficiency such as 
Tay-Sachs disease, or gargoylism. Since that time further 
discoveries have been made of more simple biochemical 
disorders in various forms of mental deficiency and in 
closely related neurological or medical conditions: for 
instance, galactosemia (reviewed by Holzel et al. 1957), 
Wilson’s disease (reviewed by Bearn 1957), the so-called 
*‘ organic aciduria”’ syndrome (Lowe et al. 1952, Dent 
and Harris 1956), and recently of H-disease (Baron et 
al. 1956), and of goitrous cretinism (reviewed by Stanbury 
and McGirr 1957). 

In each of these instances compounds of well-known 
chemical structure are involved. Since something is 
already known about their metabolism, one can immedi- 
ately speculate about possible forms of therapy and, in 
some cases—e.g., phenylketonuria and Wilson’s disease— 
begin seemingly rational therapeutic trials. A further 
point of interest is the fact that the biochemical disorder, 
when known, may be so gross, easy to detect, and 
constantly present as to remove any difficulty in diagnosis. 

It also seems to be of especial significance that all the 
disorders mentioned above are hereditary. Clearly there 
are likely to be many more such diseases which have so 
far escaped recognition; but with the development of 
paper chromatography, by which body fluids can easily 
be scanned for the presence of abnormal quantities of 
hundreds of known or likely metabolites, we can reason- 
ably expect many important discoveries to be made in 
the near future. 

We describe here preliminary studies of a further 
disease of this type. These studies began in October, 
1955, when a girl apparently suffering from idiopathic 
epilepsy was admitted under one of us (J. D. A.). Her 


subsequent progress did not conform to the usual pattern 


of such epilepsy. After the cessation of the convulsive 
period, and in the absence of further convulsive episodes, 
she exhibited general ataxia. This unusual feature, with 
the fact that the child was severely mentally retarded, 
and our subsequent failure to establish an organic neuro- 
logical cause or systemic disease, suggested a metabolic 
disorder such as hypercalcemia or lead poisoning. 
Chromatography (V. K. W.) then revealed the presence 
‘of a gross abnormality of urinary aminoacids. Study of 
the girl’s relations later revealed that an _ identical 
abnormality was present in a male sib who also has a 
severe mental defect. 
Case-reports 

Case 1.—A girl, M., aged 3 years 5 months, was admitted to 
Stepping Hill Hospital, Stockport, as an emergency on the 
evening of Oct. 29, 1955. She was conscious but not coopera- 
tive and was considered to be recovering from convulsions. 
She had been quite well up to mid-morning of that day, but 
between then and admission she had had five convulsive 
seizures of increasing severity and duration, the last shortly 
before admission. In each she had been unconscious, but in 
none had she been incontinent. From the description it 
appeared that there had been symmetrical generalised clonic 
movements of face, arms, and legs. The first attack had lasted 
2 or 3 minutes, and the last 15-20 minutes. There was nothing 
to suggest a precipitating cause, she was apyrexial, and there 
was no history of injury. 

General examination, apart from a moderately loud (grade-3) 
musical systolic murmur, maximal along the left sternal bor- 
der, was negative. Examination of the nervous system revealed 
no abnormality except that the Babinski reflex on each side 
was equivocal. 

Treatment and progress.—She was placed on routine sedation 
(phenobarbitone), the provisional diagnosis being idiopathic 
epilepsy. During the night she had one further convulsion, 
of a generalised epileptiform type, lasting a few minutes. In 
the morning she seemed brighter. She continued apyrexial 
but had developed purulent rhinorrhea, and her fauces were 
thought to be injected. Prophylactic parenteral penicillin was 
given and continued for the next five days. The plantar 
response after admission became flexor bilaterally. Four days 
after admission (Nov. 2, 1955) at-short intervals (1 hour) 
during the morning there were three further similar convul- 
sions. The patient was then still apyrexial. There were no 
more convulsions thereafter during her stay in hospital (dis- 
charged Dec. 9, 1955). During this time she was maintained 
on phenobarbitone, and she was discharged on prophylactic 
doses. On Nov. 16, 1955, she had pyrexia (100-5° F) for the 
first time ; it lasted 5 days, the highest recorded temperature 
being 102:4°F and was considered to be due to an Escherichia 
coli pyelitis and was treated with sulphadiazine. 

Mental condition.—Though, for a day or two after admission, 
we had been inclined to attribute her failure to speak and 
cooperate in general to a combination of her new environment 
and the effect of the epileptiform seizures, we realised at this 
time that she had a severe degree of mental retardation. On 
the sixth day after admission (Nov. 4, 1955) she had severe 
ataxia (she had had three convulsions on Nov. 2, 1955). 
Ataxia was first seen in her arms, being particularly noticeable 
during attempts to pick up a cup and feed herself. The degree 
of incoordination was such that she could not complete these 
simple movements and had to be fed ; but she had no difficulty 
in swallowing and no choking. There was no apparent anomaly 
of any cranial nerve, in particular no nystagmus. The incoor- 
dination resembled that of a severe chorea, with a suggestion 
of an athetoid overlay, and occurred only on voluntary action. 
Both arms were equally affected. We could not examine the 
coordination of her legs other than to establish that she could 
not stand or walk. Tone was normal. From this day on, there 
was a steady, quite rapid, and general diminution in the 
degree of incoordination. By Nov. 15, 1955, she could co- 
ordinate fairly well : she could feed herself and walk. Her 
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walking, however, was still unsteady ; she staggered and fell 
easily but did not stagger or fall in any particular direction. 
She seemed to walk on rather a wide base. At the time of dis- 
charge there was no real evidence of any ataxia. Her coordina- 
tion in general was slower and less harmonious than normal 
for her age but could be accepted as not incompatible with the 
degree of her mental impairment. Owing to the degree of 
mental impairment it had been impossible to apply adequately 
any finer test to ascertain or define the individual component 
factors in her incoordination. 


Previous history.—The patient had been born at full term 
by normal delivery at home. There were no complications at 
birth. The neonatal period was uneventful. She was artificially 
fed and in the first few months had ‘a moderate amount of 
vomiting; which led to a trial of many different brands of 
dried milk. She was eventually given sterilised cow’s milk 
and from then on had no more vomiting. In spite of the vomit- 
ing she had steadily gained weight. Her mother described 
her as a “ lovely bonny happy baby ” and did not consider 
that there had been any delay in smiling, sitting up, or walking 
(sat up at 8 months and walked at 11 months), but she felt 
quite early that the patient was backward like her brother 
(case 2), but only in speech. She had measles and chickenpox 
at the age of 1 year (case 2 and other sibs had the same ill- 
nesses at this time). Each illness was mild, and there were no 
unusual symptoms or complications. She had a period of 
about a week’s duration of convplsions in January, 1955. 
The convulsions were very slight (“just in and out” in her 
mother’s words). They were symmetrical and generalised 
and occurred once or twice a day. Her doctor (Dr. J. Edwards) 
prescribed sedation. Hospital advice was not sought. There 
was no known precipitating factor, and the child was appar- 
ently apyrexial throughout. For about 2 weeks after this the 
mother noticed that the patient was unsteady in her hand 
movements. She did not think that there was any unsteadiness 
in walking or that the patient walked less well than ‘before 
this 14-day period. Thereafter until the time of her admission 
to hospital (Oct. 29, 1955) her mother had not considered that 
there was any abnormality of coordination; but after her dis- 
charge on Dec. 8, 1955, her mother noticed that the patient 
walked unsteadily and fell easily. She said that the child walked 
“ sort of sideways ”’, and that sometimes, even when standing, 
“* her legs would just give way and down she would go”’. She 
did not notice any incoordination of the patient’s upper limbs. 

Investigation and reports.—The blood findings are given in 
table 1. The urine appeared normal on routine examination; 
no phenylpyruvic acid was found. Mantoux negative. White- 
cell count normal with normal differential. Blodd-film normal, 
no punctate basophilia. Throat swab no pathogens. Lumbar 
puncture on Nov. 3 and 22, 1955, clear fluid; pressure normal, 
cells less than 1 per c.mm., protein 20 mg. per 100 ml. Radio- 
graphy of long bones, skull, and chest normal. Urinary lead 
not abnormal. Finally, on chromatography an unusual urinary 


TABLE I—BIOCHEMICAL FINDINGS IN SERUM (OR PLASMA) 
OF AFFECTED SIBS 
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Fig. 1—Family tree. 


aminoacid was found by one of us (V. K. W.) and was further 
studied at University College Hospital. 

Patient’s family.—In view of the possibility that an inborn 
error of metabolism was responsible for the patient’s disorder, 
her whole family were investigated, especially as regards their 
urinary output of aminoacids. This was done thoroughly with 
the help of Dr. H. Harris. The pedigree is shown in fig. 1. 
The near relations were then interviewed. The father was a 
healthy lorry driver of average intelligence; the mother was 
a healthy woman of intelligence above average. Their children 
consisted of (1) V., a healthy intelligent girl aged 7 years; 
(2) K. (case 2), a boy aged 6 years, who was healthy but 
attended a school for backward children; (3) C., a healthy 
intelligent boy aged 5 years; (4) M., and (5) D., a boy who 
died of bronchopneumonia at the age of 4'/, months. The 
parents were not consanguineous. There was no history of 
abortions or miscarriages. The first four sibs were born at 
home and appeared normal at birth. The fifth child was given 
an exchange transfusion at the age of 4 hours for Rh (D) 
incompatibility. After this he had cerebral manifestations in 
the presence of fairly deep jaundice but made an apparently 
satisfactory recovery. A female cousin, aged 11 years, had had 
fits in infancy, but we have not seen or examined this child. 
Otherwise there was no ascertainable history of mental defect, 
neurological disease, fits, or other possibly relevant factor in 
the family. In view, however, of the mental defect in the 
second sib, K., and since his urinary aminoacid chromatogram 
showed a gross aminoaciduria abnormality identical with that 
already found in M., arrangements were made to admit both 
affected sibs to West Park Hospital, Macclesfield, for further 
study. 

Readmission.—M. was admitted on Feb. 15, 1956. Since 
Dec. 8, 1955, she had remained well. The phenobarbitone had 
been discontinued a month before readmission, but there had 
been no further convulsions. There was no ataxia. Biochemical 
findings are shown in table 1. Intravenous pyelography showed 
that both kidneys excreted the dye normally. No lesion of. 
the urinary tract was found. Blood picture normal. Red-cell 
fragility normal. Coombs test negative. Urine normal. on 
routine examination. van den Bergh no direct reaction. 
Bilirubin less than 0-5 mg. per 100 ml. Thymol turbidity 
3 units. Thymol flocculation +. Cerebrospinal fluid (C.s.F.) 
clear, colourless, and containing no cells, sugar 75 mg. per 
100 ml., chlorides 770 mg. per 100 ml., and protein 10 mg. per 
100 ml. Pandy negative. Lange gold showed no change. 

Electrocardiography.—On Nov. 29, 1956, Dr. A. Hollman 
reported: ‘“ Semi-vertical heart with ST depression in V4, 
aVL, and I, and T-wave inversion in V7, aVF, and III. R/S 
rate of 0-30 in lead V1 is rather low but is borderline normal 
for age. The changes are consistent with left ventricular 
hypertrophy.” 

Electroencephalography. —The resting record showed spas- 
modic bursts of medium-voltage alpha rhytham at 8 c/s in the 
occipital and preoccipital areas, bilaterally synchronous and 
symmetrical. The dominant rhythm was of medium-voltage 
theta activity at 4-6 c/s seen in all areas, symmetrical, and 
bilaterally synchronous. There were occasional diffuse bursts of 
high-voltage delta activity at 3'/,—4 c/s, which were symmetrical 
and predominantly out of phase on the right. Low-voltage beta 
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activity at 18-22 c/s underlay the record and was superimposed 
upon the slower components. The record was abnormal. It 
showed cerebral dysrhythmia, which was predominantly in the 
right hemisphere. No typical epileptic features were seen. 


Discharge.—The patient left hospital on Aug. 10, 1956. 


Readmission.—The patient was readmitted for a week from 
Jan. 17 to 24, 1957, to University College Hospital. Since 
her previous admission she had had no further fits and in her 
general health had remained well. No further signs of disease 
were noted. The cardiac murmur was still present. The blood- 
pressure was 95/70 mm. Hg. The biochemical findings are 
given in table I. Routine urine and renal-function tests gave 
normal results. Skeletal radiographs were normal. 


Case 2.—M.’s elder brother K., aged 6 years 3 months, 
was admitted on Feb. 15, to West Park Hospital and discharged 
on Aug. 10, 1956. He had been born at full term by normal 
delivery at home. There were no complications at birth. The 
neonatal period was uneventful. He was fed on dried milk and 
throve well but was never an eager feeder. He smiled at 5 
months, sat up at 7 months, and walked at 13 months. His 
mother did not consider that he was backward in anything 
except speech. This delay in speaking she attributed to deaf- 
ness, but she had him examined at the age of 21/, years at 
Manchester Royal Infirmary by Professor Ewing, who excluded 
any auditory abnormality. From then she had accepted the 
patient as backward. He had never had any fits, and his only 
previous illnesses had been measles and chickenpox at the age 
of 4 years at the same time as case 1 and their sibs. These 
illnesses were mild and uncomplicated. He had sustained one 
accident: at the age of 4 years 9 months he was knocked down 
by a car, was not unconscious, and sustained only minor 
injuries. He was treated at home. His mother said that he had 
never had any unsteadiness like M. but “ seemed to keep his 
legs a bit bent at the knees and to take quicker and quicker 
steps as he went forward, often ending in falling forward ”’. 


Examination.—General examination was negative except 
that, like M., he had a moderate (grade-3) musical systolic 
murmur maximal along the left sternal border. The continuing 
severe mental retardation was noted. It was also observed, as 
in case 1, that the hair was abnormal (see below). 


Investigations.—Biochemical findings are given in table 1. 
Skeletal radiography, screen of heart, and intravenous pyelo- 
graphy normal. Full blood-count normal. Red-cell fragility 
and Coombs test normal. Routine examination of urine normal. 
van den Bergh no direct reaction. Serum-bilirubin less than 
0-5 mg. per 100 ml. Thymol turbidity 2 units. Thymol 
flocculation negative. C.S.F. clear and colourless, containing no 
cells, sugar 75 mg. per 100 ml., chloride 750 mg. per 100 ml., 
and protein 10 mg. per 100 ml. Pandy negative. Lange gold 
test normal. 


Electrocardiography.—On Nov. 29, 1956, Dr. Hollman 
reported: “‘ There is a dominant R in V1 with an R/S ratio of 
between 1-7 and 2-5, which is definitely abnormal at this age 
and consistent with right ventricular hypertrophy. There is 
also slight ST depression in aVL, which may indicate left 
ventricular involvement. The QTC is prolonged at 0-440.” 


Electroencephalography.—The resting record shows spas- 
modic bursts of high-voltage alpha rhythm at 8 c/s in the 
occipital areas. There were occasional bursts of low-voltage or 
medium-voltage beta activity at 18-20 c/s in all areas. High 
voltage theta activity was the dominant rhythm at 4-6 c/s in 
all areas. Associated with this were occasional high-voltage 
spikes, which are out of phase throughout the right hemisphere. 
There were numerous bursts of diffuse high-voltage spike and 
wave activity at 3-3'/, c/s. They were symmetrical and con- 
sistently out of phase on the right. The record was abnormal. 
There was definite evidence of epilepsy dominating the right 
hemisphere, with occasional spread to the left. 

Readmission.—The patient was readmitted for a week from 
Jan. 17 to Jan. 24, 1957, to University College Hospital. Since 
his previous admission he had had no fits and had been in 





Fig. 2—The affected sibs: a, case 1 (M.); 6, case 2 (K.). 


good general health. No further signs of disease were noted. 
The cardiac murmur was still present. The blood-pressure 
was 110/70 mm. Hg. His hair had grown a little better and 
required occasional cutting. The biochemical findings are 
given in table 1. Routine urine and renal-function tésts gave 
normal results. Skeletal radiographs were normal. 


Further Observations on the Two Affected Sibs 


Facial Appearance 

The affected sibs bore a striking resemblance to each other 
(fig. 2). Their expression also was the same, being sad and 
wistful. 
Hair 

Their hair was light brown, dry, and friable. Its growth 
seemed to be irregular, giving a tufted, almost matted, appear- 
ance. It was difficult to comb or brush into any semblance of 
tidiness. The ends were frayed and they seemed to break 
off abnormally easily, particularly over the occipital region, 
presumably owing to its being the area of greatest friction. 

Their mother had noticed that their hair was not like that 
of the other two living sibs. She described it as “ different— 
goes very brittle—comes out on the comb and leaves a stubble ”’. 
She thought the “‘ coming out ” was particularly noticeable in 
November and December. She stated, however, that K. had 
“ beautiful curly” hair until the age of 15 months, and that 
case 1’s hair also was normal in infancy. The hair of the father, 
mother, and the other two living sibs was normal (for colour 
of hair see below). 
Skin 

M.’s skin was slightly rough on the arms and on the dorsum 
of the hands but elsewhere normal. The texture of case 2’s 
skin was normal. In both children perspiration appeared to be 
normal. Except that case 2 had an area of pigmentation near 
the lower half of his right sternomastoid muscle and as large 
as a silver threepenny piece, there were no other lesions 
(xanthomatous, vascular, pigmentary, or other) in either child. 
The teeth and nails were normal. Lacrimation and salivation 
were normal. Case 1’s eyes were grey and case 2’s light brown. 


Electroencephalography and Neurology 

In both children the electroencephalograms were grossly 
abnormal (see above). Case 2, whose electroencephalograms 
showed definite evidence of epilepsy, had no clinical manifes- 
tations, whereas case 1, in whose electroencephalograms “ no 
typical epileptic features were seen ’’, had epileptiform seizures. 
We are indebted to Dr. C. E. Smyth for the electroence- 
phalograms and for his further neurological opinion as follows: 
* So far as I am concerned, I could find no evidence of gross 
cerebral disease in either of them. They are, of course, back- 
ward. There is no evidence of any motor disturbance, and I 
thought their fundi were normal. There were no superficial 
anomalies of the skin and no enlargement of liver and spleen. 
I cannot really throw further light on this problem.” 
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TABLE II-——-BLOOD-GROUPS 














! 

Father Mother Case2 | Casel Brother Sister 
Oo Oo |O ;O (eo) Oo 
Ryr | rr Ryr Ryr rr rr 
MNs | MNs MNs MNs MNs MNs 
P-ve | P-ve | P-ve P-ve P-ve P-ve 
Le(a+b-) | Le(a—b-) Le(a-b-) | Le(a—b-) Le(a—b-) | Le(a+b-) 
Lu(a-) | Lu(a-) Lu(a-) Lu(a-) Lu(a-) Lu(a-) 
kk | K+ve K+ve K+ve kk kk 
Fy(a+) | Fy(a+) | Fy(at+) | Fy(a+) | Fy(at+) | Fy(a+) 
Jk(a+) | Ik(a+) } Jk(a+) Jk(a+) Jk(a+) Jk(a+) 








Our final opinion of coordination in these two children was 
that in each there was some slowness and slight clumsiness in 
the general execution of movement, the degree of which, 
however, we did not consider to be incompatible with the 
respective degree of mental impairment. 


Intellect 

The severity of the intellectual impairment in each case was 
confirmed by the I.Q.rating (Dr. R. Cargill): case 1’s Gesell 
rating was 32, and case 2’s intelligence quotient on the Terrman- 
Merrill scale was 50. Case 1 had a vocabulary of about 12 words, 
but case 2 had about 50 words. Case 1’s perception seemed to 
be of a higher standard than her execution. Each child was 
docile, and there did not appear to be any emotional disturbance 
in either. 


Cardiovascular System . 

The murmur heard in each child was similar in location, 
character, and intensity. Clinical examination of the heart in 
each case revealed no other abnormality, and this was confirmed 
radiologically. It is thought possible that each child has an 
interventricular septal defect. 





S : 
a 6 
Fig. 3—Standard urine aminoacid chromatograms: a, case 1; 
b, case 2. 


Note extraordinary similarity between these two affected sibs and 
great difference from published normals (Dent and Walshe 1954). 
In each chromatogram the strongest spot is the unknown amino- 
acid and the weak spot above and slightly to the left of it is the 
substance to which it can be readily converted by hydrolysis. 


Blood-groups 

We are indebted to Dr. F. Stratton for determining the 
blood-groups (table 11). It is presumably a chance finding that 
the two sibs have identical phenotypes, 


Alkaline Phosphatase 

In each child the level of alkaline phosphatase, on each 
occasion on which it was estimated, was moderately high. 
We cannot offer any explanation of this. Though it was 
established in the mother’s third and fourth pregnancies 
(fig. 1) that there were then no maternal antibodies which 
might produce fcetal kernicterus, the ataxia seen in case 1 and 
the type of ambulation in case 2 in infancy might in each 
instance have been caused by abnormality of the basal nuclei. 
Liver function, assessed by our empirical tests, was not dis- 
turbed; but, since a high alkaline-phosphatase level may be 
a sign of liver disease, further attention should perhaps be 
given to this abnormality. 


Urinary Excretion of Aminoacids 

Since the discovery, in the urine of both case 1 and case 2, of a 
grossly abnormal aminoacid excretion, which was not present 
in the urine of other members of their family, repeated analyses 
of further samples of their urine have confirmed the original 
findings. The abnormality appears to be constant qualitatively 
and quantitatively in both children. The nature of this may 
be seen from fig. 3. It will be noted that it mainly comprises 
the excretion of a large amount of one ninhydrin-reacting sub- 
stance,* but there is a small amount of another substance close 
to it on the chromatogram. Neither of these can be matched 
in their chromatographic behaviour with any of the known 
aminoacids in our very large collection of these compounds, or 
with any of our catalogued “‘ unknowns ” such as have been 
found, for instance, as a result of detailed studies of normal 
urinary constituents by Westall (1955). It is also remarkable 
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Fig. 4—Standard aminoacid chromatograms of plasma: a, case 1; 
6, case 2. 


The weak spot low down on the right in both cases is the unknown 
aminoacid. Immediately above it is a strong spot due to glutamic 
acid. This spot is unusually strong owing to its formation from 
glutamine during storage of the specimen. The other aminoacids 
present are otherwise quite normal. 


that the aminoacids normally excreted—e.g., glycine, alanine 
and taurine—are, if anything, excreted in this urine in smaller 
quantities than usual. 

We cannot yet suggest any chemical structure for the main 
urinary constituent. It has not so far reacted with reagents 
which we have tried for specific chemical groupings—e.g., 
indole, glyoxaline, and ester phosphate—or with tests likely to 
reveal dicovalent sulphur. The main spot is very easily 
hydrolysed to the sfibsidiary spot (also unidentified) which 
appears weakly immediately above and to the left of it on the 
urine and C.s.F. chromatograms (figs. 3 and 5). The change 
goes virtually to completion in 5 N hydrochloric acid at 100°C 





* Further work on the identification of the unknown ninhydrin- 
reacting substance in the urine of the two affected sibs suggests 
strongly that it is not (as we have assumed above) a single amino- 
acid but a peptide which is rather resistant to acid hydrolysis. 
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Fig. 5—Standard aminoacid chromatograms from C.S.F.: a, case 1; 
b, case 2, 


These are quite normal except for the large strong spot low down 
to the right which is due to the unknown aminoacid. Note how 
much stronger this substance is here than in the plasma. Equal 
volumes of C.s.F. and plasma were analysed on these chromatograms. 
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in 15 minutes. If the urine is not fresh, at least two further 
unidentified ninhydrin-reacting spots are seen on the chroma- 
togram in addition to the main spot, these also being presum- 
ably decomposition products of the main spot. The production 
of one of these further spots also appears to occur on electrolytic 
desalting of the urine. A large stock of these compounds 
in the crude state has been isolated from the urine for 
identification. 

Chromatograms of the plasma and C.s.F. were also prepared 
according to our standard methods (Dent 1951) and are shown 
in fig. 4. The low plasma concentration of the unknown spot 
occurring in the presence of a very high urinary output sug- 
gested a high renal clearance and was confirmed for case 2 by 
determining his renal aminoacid clearances in a fasting 3-hr. 
urine collection and collections of blood at 1 and 2 hr. pooled 
before being analysed by the Moore and Stein (1954) method. 
The clearance of the unknown spot was 105 ml. per min. per 
1:73 m.*, suggesting that little or none of the compound is 
reabsorbed by the renal tubules. If its molecular weight is 
150 and it reacts with ninhydrin to give the same colour as 
does leucine, the plasma level of the unknown compound was 
1-7 mg. per 100 ml. and the average urine output over the 
3-hr. period was 1:8 mg. per min. per 1-73 m.*, corresponding 
to a 24-hr. fasting excretion of about 2:5 g. per 1-73 m.? or an 
actual uncorrected output of 1-3 g. in case 2. The high C.s.F. 
level seen on the paper chromatograms was fully confirmed 
on Moore and Stein analysis, which gave values of 4:2 and 
5-1 mg. per 100 ml. for cases 1 and 2 on the same assump- 
tions as stated above, this being 2:5-2:9 times higher than 
the plasma level. No other aminoacid concentrations, 
excretions, or clearances were disordered to any comparable 
extent. 


Head Size 
Prof. L. S. Penrose reported as follows: 

Case 1, aged 4 years: length 131 mm., breadth 168 mm. 
Norms for female aged 4 years are 134 mm. and 169 mm. 
respectively. 

Case 2, aged 7 years: length 135 mm., breadth 175 mm. 
Norms for male aged 7 years are 141 mm. and 179 mm. 
respectively. 

Both children have normally shaped heads but with 
dimensions below the average. In neither case is the devia- 
tion sufficient to be classed as abnormal, but in case 2 it is 
borderline. 


Hair Colour 

Specimens of hair from parents and four children were 
examined, and the reflection of light over the range of the 
visible spectrum was measured by Dr. N. A. Barnicot, who 
reported as follows: 

** As is usual, the four children have hair of lighter shade 
than that of their parents because of the normal tendency for 
hair to darken with advancing age. There is no apparent 
tendency for the affected children’s hair to be lighter in colour 
than that of their normal sibs. One specimen of case 1’s hair, 
taken on Dec. 5, 1956, seems to be of rather brittle texture, 
but it is difficult to demonstrate this unequivocally, and speci- 
mens taken since then seem normal.” 


Discussion 


The clinical aspects of this form of mental deficiency 
have nothing particularly characteristic about them. This 
will make clinical detection of further cases rather difficult, 
especially in the first year of life, during which they had 
appeared to develop normally. The unusual behaviour of 
M. after her epileptic seizures is perhaps not so surprising 
in view of her very severe mental deficiency. Presumably 
disturbances produced by epilepsy are much more severe 
when cerebral function is already grossly subnormal. The 
excessive friability of the hair was certainly unusual. The 
friability was somewhat variable, for M., when first seen, 
had a short crop of hair which did not need cutting and 


did not for some ‘time grow longer. A year later it had 
grown better and was a few inches longer in places. There 
were no other ectodermal abnormalities that we could 
discover. 

The fact that the two sibs were so similarly affected is 
of great importance, and it will be necessary in future 
to confirm that this means, as we think very likely at the 
moment, that the disease is hereditary. We could not 
discover any possible environmental factors that might 
have been operative, and rhesus incompatibility was 
adequately excluded. The fifth sib required an exchange 
blood-transfusion at birth because of hemolytic disease. 
However, no antibodies were found when the mother 
had been examined during the third and fourth preg- 
nancies and they did not appear till the end of the fifth 
pregnancy. 

The discovered biochemical abnormality was quite 
spectacular. The unknown substance was found in all 
specimens of urine of cases 1 and 2 that were examined; 
all the other members of the family had normal 
aminoacid patterns shown by paper chromatography. 
These all-or-none findings argue in favour of a genetic 
causation. The unknown substance was excreted in very 
large quantity, and the other aminoacids normally 
excreted in urine were present, if anything, in smaller 
quantities than usual (fig. 3). 

Our analyses of the c.s.F. and of the plasma of cases 1 
and 2 are especially interesting. In healthy people the 
aminoacids that are present in the plasma are all present 
in the C.s.F. in greatly reduced concentrations, except 
glutamine, which is present in about the same concentra- 
tion. In phenylketonuria, in which the biochemical 
abnormality—namely, inability to metabolise phenyl- 
alanine—is present in the liver, phenylalanine accumu- 
lates in the plasma and is thereupon excreted into the 
urine by an overflow mechanism, and it leaks also into 
the C.s.F. to reach a concentration of about a third of that 
in the plasma. In the disease we have here described the 
situation is entirely different. As can be seen from the 
paper chromatograms, and confirmed by quantitative 
analysis, the C.s.F. concentration of the unidentified 
aminoacid (fig. 5) is much higher than in the plasma 
(fig. 4), about 2:5-2-9 times or so as high. This suggests 
at once that the substance is formed not by a defective 
enzyme in the liver or in any other organ in close relation- 
ship to the systemic blood-supply but in the brain or in 
some other structure closely associated with the C.s.F. 
It leaks, presumably, from there into the blood-stream, 
whence it is rapidly excreted by the kidney into the 
urine, probably without any tubular reabsorption. This 
latter situation seems to occur when other presumed 
purely intracellular substances find their way into the 
plasma, which they do not normally use as a means of 
transport. Examples of such compounds are phospho- 
ethanolamine (our unpublished results on the study of 
hypophosphatasia), homogentisic acid (Neuberger et al. 
1947), 8-aminoisobutyric acid, at least in high excretors 
of this substance (Evered 1956), and porphobilinogen 
(Goldberg and Rimington 1954). The mechanism of 
excretion is such cases is not fully described in terms of 
the definitions previously made of “ renal” and “ over- 
flow” mechanisms (Dent and Walshe 1954). Perhaps it 
should be called a “ no-threshold ” aminoaciduria. 

Our present speculation is therefore that the disease 
has revealed for us a substance which is normally pro- 
duced by and metabolised in the brain but which in this 
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disease cannot be normally dealt with. If this is so, its 
normal concentration in the body must be exceedingly 
low because it does not seem to have been found before by 
other workers studying brain extracts or biological fluids, 
and was not even found by Westall (1955) in his very 
detailed study of the aminoacid composition of normal 
urine, a study based on an analysis by micro methods of 
concentrates from 100 litres of normal urine. 

It is intriguing to consider the strong possibility that 
an organic cardiac lesion also exists and is related to 
the biochemical abnormality. With the discovery of 
serotonin (5-hydroxytryptamine) and of the cardiac 
lesions associated with its overproduction by argent- 
affinomata (Sjoerdsma et al. 1956) the stage is set for the 
association of further cardiac lesions with other humoral 
factors. 

Our further consideration of the cause of the disease 
and of its possible treatment must await identification of 
the unknown substance. The disease is certainly 
extremely rare because, apart from the fact that we and 
others have never observed it in the course of many 
thousand chromatographic examinations of urine, a 
deliberate search for the condition among 1500 mentally 
defective patients has so far failed to reveal a further case 
(H. Harris, private communicatign). This search is being 
continued. 

Summary 

A family is described in which two of four children of 
unrelated parents show a severe degree of mental 
retardation. 

Both affected sibs have grossly abnormal electro- 
encephalograms. One has had several epileptiform con- 
vulsions followed by ataxia of a few days’ duration. Both 
sibs have friable hair and systolic murmurs but are other- 
wise healthy and normal on physical examination. 

The two affected sibs have an identical and highly 
specific gross disorder of aminoacid metabolism not 
present in any other members of the family. This is most 
easily shown by the constant excretion in their urine of 
large quantities of a new and still unidentified substance. 
There are also minor changes in the pattern of the 
aminoacids excreted. 

The abnormal substance was found in low concentra- 
tions in the plasma of the affected children but was 
present in very much higher concentration in their C.s.F. 
It seems possible that it is formed in the brain or in some 
other organ in close association with the C.s.F., whence 
it leaks out into the plasma and is rapidly excreted by the 
kidneys. 

Apart from acknowledgments already made in the text, we wish 
to thank also Miss V. Ward for technical assistance and Miss B. 
Warland for help with the family survey. 
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CHRONIC ASTHMA TREATED WITH POWDER 
INHALATIONS OF HYDROCORTISONE AND 
PREDNISOLONE 


WILLIAM BROCKBANK C. D. R. PENGELLY 


T.D., M.A., M.D. Cantab., M.B. Brist., M.R.C.P., 
F.R.C.P. M.R.C.P.E. 


DIRECTOR, ASTHMA CLINIC SENIOR REGISTRAR 
MANCHESTER ROYAL INFIRMARY 


OvR small trial of the treatment of chronic asthma with 
aerosol hydrocortisone proved disappointing (Brockbank 
et al. 1956). Better results have been obtained in a blind 
trial of hydrocortisone and prednisolone powder inhala- 
tions. The manufacturers kindly provided us with 
hydrocortisone (‘ Cortef’), a much smaller supply of 
prednisolone (‘ Delta Cortef ’), and an undetectable blank 
inert powder consisting of lactose and 1% calcium 
stearate, all in sausage-shaped capsules, for,use in a 
special inhaler. 

Method 

The materials were placed in numbered bottles in 
random order by a member of the staff of the Department 
of Medicine and were used in number sequence on 
patients whom we considered to be suitable for trial. 
These all had chronic asthma and used much antispas- 
modic material. They were seen by us at least a week 
before they were included in the trial and were not 
improving spontaneously during this period. When the 
trial was completed, we assessed each case and reported 
to our colleague and learnt for the first time what had 
been in each bottle. 

Each patient was provided with fourteen capsules, which 
needed pricking with a pin at one end before use. The capsule 
was then inserted in the inhaler, pinhole uppermost. Sharp 
pressure on the rubber bulb jerked the capsule upwards until 
its progress was checked, thus expelling a surprising amount 
of powder. 

The patient was instructed to use the inhaler thrice daily 
irrespective of spasm. On each occasion the bulb was to be 
given three good sharp squeezes, holding the inhaler upright 
in the mouth and breathing in at the critical moment. Care 
had to be taken not to breathe out into the inhaler; otherwise 
the moisture caused the powder to clog. 

When the capsule was half empty it was taken out, and the 
top half was removed. The inhaler and capsule had then to 
be kept upright, or the powder spilled out. One capsule 
lasted on average five days. The period of treatment was 
about seventy days and was followed by a month without any 


of the powder inhalation. 
Patients were instructed to use their own antispasmodic 


material as required, but in successful (“‘ much improved ”’) cases 
the need for this vanished. They were also asked to keep a 
diary of the number of attacks of spasm and the amount and 
type of antispasmodic material required during the trial. 

Each hydrocortisone capsule contained 15 mg. of the 
acetate (equivalent to 13-4 mg. of hydrocortisone base), 
making the daily dose 3 mg. Each prednisolone capsule 
contained 5 mg., making the daily dose 1 mg. 

TABLE I—ANALYSIS OF MATERIAL 

















No. and sex of Duration of 
Treatment - oaulanas Age (yr.) asthma (yr.) 
Hydrocortisone 24 16-63 | 05-45 
(8M 16F) | (av. 42) (av. 13) 
Prednisolone 7 26-57 30 
| (3M 4F) | (av. 44) (av. 13) 
Blank | 25-66 32 
} (6M 7F) | (av. 45-5) | (av. 14) 
Total | 44 | 16-66 | 0-5-45 
| (7M 27F) | (av. 43) (av. 13) 
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TABLE II-—CLASSIFIED RESULTS 
Result Hydrocortisone Prednisolone Blank 
Much improved 13 1 2 
Improved 4 -- 3 
No better 7 6 8 
Total 24 7 13 


Progress was assessed according to the lessening of 
attacks in duration and frequency, the lessening of the 
need for antispasmodic material, and the improvement 
in health and mobility. The dosage was so small that no 
side-effects of steroid therapy arose. 


Results 

The details of our patients are shown in table 1. Our 
results are shown in table 11. The cases treated with 
hydrocortisone are analysed in table 11. The details of 
the successful cases do not materially differ from those of 
the unsuccessful ; the patients tended to be a little younger 
but more chronic. 

The duration of the remissions was precisely similar 
for the much improved and improved groups, varying 
from two weeks to four months (average six weeks). 
5 patients returned to hydrocortisone inhalations—3 with 
improvement, 2 without. These latter thought that the 
material obtained from the chemist was not the same as 
we had provided. 

To assess our results statistically we grouped the much 
improved and the improved cases together and compared 
them with the number of failures. 

It appears that the hydrocortisone produces significant 
benefit; the probability that results as good as these 
should have occurred by chance alone is only 0-028. 
The number of patients treated with prednisolone is too 
small to lead to firm conclusions. There is no evidence of 
improvement over the placebo, but the results are 
significantly inferior to the hydrocortisone (P= 0-029). 


Discussion 

The dosage of hydrocortisone acetate given by inhala- 
tion in our patients was so small that the beneficial effects 
must have resulted from a local action on the bronchial 
tree and not to a systemic effect after absorption. This 
action is presumably similar to that of steroids applied 
topically in skin diseases. When used in this way in 
dermatology hydrocortisone is superior to prednisolone 
(Frank and Stritzler 1955). The reason for this is not 
clear, but it may explain why there was no significant 
benefit in our patients treated with prednisolone inhala- 
tions. Difference in solubility of the two steroids will 
not readily explain the different results, because hydro- 
cortisone acetate is said to be insoluble in water, whereas 
prednisolone is almost insoluble (British Pharmaceutical 
Codex 1954: Supplement 1957, pp. 29 and 60). The lack 
of solubility of hydrocortisone acetate, however, may 
explain why the powder gave a beneficial effect by inhala- 
tion whereas none was demonstrated in our previous trial 


TABLE III—ANALYSIS OF PATIENTS TREATED WITH HYDROCORTISONE 

No. and sex of af Duration of 

Result patients Age (yr.) asthma (yr.) 
Much improved 13 16-58 0-5-45 
(4M 9F) (av. 40°5) (av. 17) 
Improved 4 35-48 3-19 
(1M _ 3F) (av. 43) (av. 7-5) 
No better 7 21-63 4-15 
(3M _ 4F) av. 46 (av. 9-5) 
Total 24 16-63 0-545 
(av. 42) av. 13) 


(8M_ 16F) 


using a solution of hydrocortisone hemisuccinate. The 
solution may well have been rapidly absorbed without 
there being sufficiently long contact between the hydro- 
cortisone and the bronchial mucosa for any beneficial 
effect to result. 

Summary and Conclusions 

The value of hydrocortisone acetate and prednisolone 
powder inhalations in the treatment of chronic asthma 
has been assessed by a blind trial method. 

Of 24 patients receiving the hydrocortisone acetate 
powder 17 were improved or much improved, a statis- 
tically significant figure compared with the results obtained 
in 13 patients with a blank inert powder. 

There was no evidence in 7 patients that prednisolone 
was of any value when used in this way. 

In our opinion this simple method of administering 
hydrocortisone acetate is well worthy of trial in the less 
severe cases of asthma. 

We are grateful to Dr. Avery Cotton, of the Upjohn Company of 
America, for sending us the material; and to Dr. E. W. Emery, 
lecturer in medical physics, and Dr. S. W. Stanbury, lecturer in 
medicine, for their help. 
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TIME OF RECURRENCE OR CURE OF 
TUMOURS IN CHILDHOOD 
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and the Children’s Cancer Research Foundation, the Children’s Medical 
Center, Boston, Massachusetts 


Collins et al. (1956) have given theoretical reasons why 
the period is limited within which a treated neoplasm 
may recur (the “ period of risk”). They showed that 
this held true in the results with 206 children from 
several series treated for Wilms’ tumour (embryoma). 
There were no deaths or recurrences after the defined 
period of risk had ended. Patients surviving after the 
period of risk could be presumed to be cured according 
to a definite biological criterion. The existence of such 
a limit to the time within which treated tumours might 
recur would be clinically useful, and important in the 
study of the natural history of neoplasms. The present 
study was undertaken to see whether the experience with 
three types of childhood tumours (Wilms’ tumour, 
neuroblastoma, and rhabdomyosarcoma) in a total of 
244 children seen in a single institution confirmed the 
findings of Collins et al. 


Method 
Determination of the period when recurrence is possible 
is based on knowledge of the growth-rate of a tumour 
before treatment and extrapolation of this rate after 
treatment for a period long enough for even a single cell 
left behind to regrow to a tumour of diagnosable size. 
This time after treatment is the “ period of risk”. The 
* Present address: Department of Radiotherapeutics, University 
of Cambridge, England. 
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choice of children as subjects for this study follows the 
ingenious use, by Collins et al., of the results with Wilms’ 
tumour to test their hypothesis. The growth-rate of 
tumours before treatment is not generally known for any 
group of patients, but in children this rate can be assumed 
within relatively narrow limits. The tumour can have 
grown only since conception, or later, to reach its par- 
ticular size at the time of treatment. The continued 
growth at*the same rate of even a single cell for a period 
equal to that designated by the age of the child at 
treatment (plus nine months’ gestation) would result in 
a tumour mass at least equal to that originally present 
at treatment. Therefore, if there is to be a recurrence it 
should appear before the end of the period of risk, at 
which time the child will be twice the age (plus nine 
months) that he was at the time of treatment. For 
example, a child treated at one year of age will reach the 
end of the period of risk one year and nine months later, 
or at the age of two years and nine months; a child five 
years old, at ten years and nine months of age. Tumours 
that develop later than conception, or that increase their 
growth-rate, would recur well before the end of the period 
of risk, as defined here. Slowing of growth-rate, spon- 
taneously or as a result of treatment, could result in 
recurrence after the end of the*period of risk and would 
negate the prediction. 

Two time-periods were ascertained for each patient: (1) the 
time before treatment (age plus nine months’ gestation), and 
(2) the time after treatment until the first recurrence of the 
tumour or the last negative follow-up. Periods were deter- 
mined to the nearest month. In some patients in whom death 
followed shortly after the recognised recurrence and early in 
the period of risk, the time of death was accepted in lieu of fix- 
ing exactly the time of recurrence. In patients surviving late 
into the period of risk, the time of recurrence was fixed more 
exactly by the date of the first objective signs found by radio- 
graphic, or, less commonly by clinical, examination. A few 
patients with documented recurrences late in the period of 
risk survived well beyond the end of the period of risk, some- 
times with supplementary or palliative treatment. The delayed 
deaths of these patients did not vitiate the prediction of the 
time of their recurrences, since they had already shown evidence 
of recurrence of malignancy within the period of risk. 


Patients 

Records were found for a total of 244 patients treated 
at the tumour therapy clinic of the Children’s Medical 
Center, Boston, during the past two decades, for the 
three types of tumours selected. These particular 
tumours were selected simply because they are common. 
The diagnoses in all patients in this study were confirmed 
by histological examination. In each group the ages of 
patients ranged from newborn to about 16 years. No 
selection was made as to the mode of therapy. 

Wilms’ tumour.—This was diagnosed in 92 patients. The 
treatment was generally that of Gross and Neuhauser (1950). 
5 patients were lost to follow-up immediately after hospital 
discharge, while still apparently well, and these were not 
incorporated in the series. Of the 87 remaining patients 
27 were alive and without recurrence at the last follow-up, 
and 60 had died or had had recurrences. There was objective 
evidence from biopsy, necropsy, or X-ray examination, in 
58 of the 60, for the presence of recurrent Wilms’ tumour. 
2 other patients died at home of recurrences diagnosed solely 
on clinical grounds. 15 of the patients without recurrences 
were beyond risk. 

Neuroblastoma.—126 patients with this diagnosis attended 
the tumour therapy clinic. Nearly all of them received 
chemotherapy, usually after surgery and radiotherapy, as 


TABLE I-—SUMMARY OF RESULTS IN ALL PATIENTS STUDIED 








Recurrence No recurrence 
Period | Saf we 
eri e 
Dead | Alive of risk | period | 
Wilms’ tumour .. aa 52 8 12 15 87 
Neuroblastoma .. <<) “On a 4 14 126 
bdomyosarcoma ae 1.02 3 4 31 
| 


indicated. At the time’ of the last follow-up, 18 patients were 
alive, with no evidence of recurrence, and 108 had already 
had recurrences. 14 patients were beyond risk. 

Rhabdomyosarcoma.—31 patients with this diagnosis were 
studied. The therapy was the same as that described for the 
previous group. At the time of the last follow-up, 7 were 
still alive (4 of them beyond risk), and 24 were dead or had 
recurrences. 

Results 

The overall results are shown in table 1. Separate 
graphs have been made for the three different tumours 
(figs. 1-3). The time before treatment (age plus nine 
months) was graphed against the time after treatment 
to recurrence or last follow-up for each of the patients. 
A line drawn at 45° through the origin separates the 
period of risk from the safe period, and all recurrences 
can be seen to fall wholly within the period of risk. The 
patients followed long enough to be in the safe period 
without recurrence are presumambly cured. Those with 
the period of risk, but negative at the last follow-up, are 
critical cases which should be followed closely until they 
are beyond risk. 

Discussion 

The results in three of the commonest tumours of 
childhood confirmed the observations by Collins et al. 
in a heterogeneous collection of 206 cases of Wilms’ 
tumour. There were no recurrences after the safe period 
was reached. A single recurrence in the safe period would 
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Fig. 1—87 cases of Wilms’ tumour. 
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disprove the thesis of an invariably constant or increasing 
rate of growth in tumours despite therapy. The results 
obtained are consistent with this thesis though they do 
not supply positive proof of it. The qualitative dichotomy 
of the post-treatment time into two periods—a period of 
risk and a safe period—is clear and arresting. 

There is a highly significant difference in the results 
during these two periods by the x? test, but it is difficult 
to prove that this distribution did not arise by chance, 
because all tumours tend to recur early, long before the 
end of the period of risk. It is possible only to show, 
as did Collins et al. (1956), that the number of individuals 
cured by their criterion (i.e., reaching the safe period) 
was equal to that fraction of the whole group who were 
dying at a normal rate instead of an accelerated rate 
(i.e., equal to the “ proportion cured,” calculated from 
the statistics of the whole group by the method of Boag 
[1949]). The essential value of these results, however, is 
the application of a criterion of cure to an individual. 
The combined experience with a total of 293 Wilms’ 
tumours, for example, strongly suggests that the criterion 
of cure discussed here is reliable. 

The existence of a biological criterion of cure applicable to 
individuals treated for neoplasms will have important uses, 
even if applied empirically without reference to its theoretical 
basis. Even more important issues arise from the theoretical 
considerations. The criterion was developed from the reason- 
able assumption that neoplastic cells, like other populations, 
will tend to grow logarithmically at a constant rate under 
optimal conditions, so that their number (and therefore their 
mass) doubles in each interval of time. An interval of time after 
treatment, equal to that period when the tumour could have 
existed before treatment, therefore limits the period within 
which a recognisable tumour would recur. These results pro- 
vide no direct evidence for the way tumours grow, and only 
circumstantial evidence for the theory itself. The results are 
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Fig. 2.—126 cases of neuroblastoma. 
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Fig. 3—31 cases of rhabdomyosarcoma. 


consistent with this theory, since in no instance was a tumour 
found to grow more slowly after treatment. Such exceptions 
would be of particular interest in guiding tumour therapy. 
Positive evidence for the theory may be obtained by the 
results of longer follow-ups of larger numbers of patients, or 
by direct determination of tumour growth-rates in individuals 
of different ages. In either of these ways an important implica- 
tion of the theory could be tested—viz., that the tumour which 
grows to a recognisable mass in a young child is growing more 
rapidly than one attaining a similar mass in an older child. In 
a series sufficiently large to include late recurrences at each age, 
it should be possible to show that the disease in younger chil- 
dren usually recurred earlier than in older children. Also, by 
direct radiological measurement, metastases in young children 
should be found to grow more rapidly than those in-older chil- 
dren. In adults the possible long time-span of tumour growth 
would prevent significant use of this theory, unless based on 
actual measurements of growth-rates of the individual tumours. 
If the results of this study are accepted, one of the 
consequences should be the adoption of a sliding time- 
scale for the follow-up of patients after treatment. 
Definitive results can be known quickly in young children, 
but for older children the usual follow-up period should 
be extended, commensurate with their age at treatment. 


Summary 

The hypothesis that a treated neoplasm will recur only 
within a defined period of risk after treatment was 
tested and confirmed by the results in 244 children with 
tumours (Wilms’ tumour, neuroblastoma, and rhab- 
domyosarcoma). 

All tumour recurrences developed before the end of 
the period of risk, defined as twice the age at treatment 
plus nine months. 

In 192 cases there was a recurrence. Of the 52 cases 
in which there was no evidence of recurrence at the last 
follow-up, 19 were still within the period of risk. The 
remaining 33 were beyond risk and therefore could be 
assumed to be cured. 


Support is acknowledged from U.S. Atomic Energy Commis- 
sion grant AT (30-1)-901, and U.S. Public Health Service grant 
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TREATMENT OF UNDULANT FEVER 


J. Torres Gost 
DIRECTOR, HOSPITAL DEL REY PARA ENFERMEDADES INFECCIOSAS, 
MADRID, SPAIN 

Up to a few months ago we did not have a specific and 
efficacious antibiotic with which to treat undulant fever. 
Neither streptomycin nor aureomycin, let alone vaccines, 
gold compounds, &c., was surely therapeutic in this 
infectious disease; and invariably the end-results, after 
treating the patients with these antibiotics, were complete 
failures, because almost constantly the disease recurred. 
Even without complications—e.g., spondylitis, which 
cripples for life—undulant fever used to last a year or two. 

Some months ago a new antibiotic, ‘Cathomycin ’, was 
supplied to us for treating infections resistant to penicillin. 
For various reasons and of my own initiative I used it to 
treat patients with undulant fever. After treating the first 
few cases, I realised that cathomycin is a specific effective 
antibiotic in undulant fever. Up to now we have treated 
26 patients, who have been discharged from hospital 
completely cured, and not one has had a recurrence. 
Of the 26 patients treated 20 had produced a positive 
blood-culture on admission and the remaining 6 had a 
positive agglutination test. Only the 20 patients with a 
positive blood-culture are discussed here. Their’ details 
are shown in the accompanying table. We treated the 
patients only when the undulant fever was at its height. 

The constant effect of cathomycin was remarkable (see 
figure). During the first five days’ treatment no change 
is apparent; the pyrexia continues as before, and the 
symptoms remain just the same; but almost always on the 
fifth day the pyrexia resolves by crisis and all the symp- 
toms (headache, insomnia, articular pain, anorexia, 
sweating, &c.) disappear. Splenomegaly also disappears, 
and by the end of the treatment the spleen has returned 
to its normal size and shape, no matter how large it was. 
None of the patients relapsed. 

Dosage.—A capsule containing 0-25 gs. was given 
four-hourly until the day after the crisis, (usually the sixth 
day) and then six-hourly for nine days to a total of 18 g. 
Of course this dosage applies only to adults. 
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Typical chart of temperature and pulse-rate in undulant fever before 
and during treatment with cathomycin. 


ANALYSIS OF CASES OF UNDULANT FEVER AND TREATMENT 


| Duration | No. of days’ | “Temperature iit Anan 














| 
f 
Case | Age | of disease at g | 
Sex | | Re nny» of catho- 
no. | | oF} B......™ | befere orials = —" mycin (g.) 
1 | F | 35 | 2 mos. | 5 | 986-1004) 140 
2 | F | 36 | 1 month| 6 98-6— 995 120 
31M1|7| 1 month| 5 100-4—102-2 13-5 
4 |M| 33 | 3 mos. | 5 99-5—102-2 27-0 
5 | M | 52 | 14 mos. 5 99-0—102-2 17-5 
6 | M/| 31 | 2 weeks | 10 100-4—104-0| 20-0 
7 |M/|11| 2 weeks © 101-5—103-6 13-5 
8 | F | 26 | 10 days | 6 100-4—101-3| 13-75 
9 | M | 30| 3 w 5 99-5—100-4 17-5 
10 | M | 27 | 1 month| . 100-4—102-2 20-5 
11 | M | 30 | 1 month | © 101-3—103-1 16-0 
2| M| 17 | 2 w 4 100-4—102-2 18-7 
13 | M| 45 | 2 mos 5 100-4—103°1 20-0 
14 | M | 52 | 2 weeks . 5—102-2 20-0 
15 | M| 45 | 2 mos. | 5 99-1—103-1 18-0 
16 | M | 571] 1 yr. 4 98-6—100-4 18-0 
17 | M | 19 | 3 mos. 5 99-5—100-4 18-0 
is | F | 7 | 1 month| 7 100-4—101-3 12-5 
19 a F | 32 | 1 month 5 |100-4—101-4| 18-0 
20 | M/| 18 | 2 mos. 5 __ [eestor 18-0 


| 
| 
| 
| 
| 
| 
| 
| 
| 


Laboratory Findings.—On the third day of treatment 
liver-function tests (Kunkel’s, Maclagan’s, Hanger’s, and 
Wiihrmann’s), which were frequently made, were always 
negative. The leucopenia, which sometimes was very 
severe, rapidly disappeared. Anzmia, which also is 
common in undulant fever, gradually returned to normal. 
The platelet count was usually normal and did not vary 
in any way during the treatment. No organic alterations 
were found. 

Psychology.—The patient’s state of mind was much 
improved as soon as his temperature had returned tonormal. 
Many of the chronic patients who had become pessimistic 
became cheerful and self-confident again after losing their 
fever and pain. 

Side-effects—A quarter of the patients manifested 
intolerance of cathomycin. 


Case 10 (see table) during the first three days of treatment 
had hyperchlorhydia, which was relieved by alkalis without 
stopping the treatment. 

Case 5 had a generalised urticarial rash, with pyrexia up to 
104°F, but with the patient’s cooperation we did not withhold 
cathomycin but gave him the full fifteen days’ treatment. On 
the day that he stopped having cathomycin his temperature 
returned to normal ; two days later the exanthema disappeared, 
and he was discharged completely cured, 

Case 6 was treated for ten days. On the eighth day an urti- 
carial eruption appeared, causing him so much discomfort 
that we had to withhold cathomycin for two days, during which 
time the rash disappeared. We gave him cathomycin again, 
but after the third capsule the exanthema reappeared, accom- 
panied by pyrexia up to 103°F. Since the patient asked us not 
to stop the treatment, we carried on for the remaining four 
days. Two days later all his ailments disappeared, and on the 
third day he was discharged home completely cured. 

In case 8 urticaria appeared on the eighth day of treatment, 
but the treatment was continued to the tenth day, when we 
had to withhold cathomycin because the patient could no 
longer bear the itching caused by the rash. Four days later, 
when the urticarial rash had subsided, we continued the 
treatment, but at the third capsule the exanthema reappeared, 
this time with such severe symptoms that we had to abandon 
treatment with cathomycin. Although the patient had had 
only 10 days’ treatment he was definitely cured, and three 
days later he was discharged. 


So far the urticarial eruption has been the only incon- 
venience caused by cathomycin. 
Conclusion 
In all our knowledge and experience of undulant fever 
we have never seen or achieved such good results. This 
infectious disease is completely cured in about five days 
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without a single recurrence. For these reasons we regard 
cathomycin as an efficacious and specific antibiotic to be 
introduced and used in the treatment of undulant fever. If 
our findings are confirmed, as we feel sure they must be, 
we may consider the battle against brucellosis to have 
been won. 


HAMOGLOBIN-H TRAIT IN A NEPALESE 
GURKHA WOMAN 


M. C. BRAIN 
B.M. Oxon., M.R.C.P. 
CAPTAIN, R.A.M.C., BRITISH MILITARY HOSPITAL, SINGAPORE * 


F. VELLA 
B.A. Oxon., M.D., B.Sc. Malta 
LECTURER IN BIOCHEMISTRY, UNIVERSITY OF MALAYA, 
SINGAPORE 


SINCE Pauling et al. (1949) described the electrophoretic 
properties of sickle-cell haemoglobin, several other types 
of abnormal adult human hemoglobin have been detected. 
Of these, hemoglobins S, C, D, E, and G have a mobility 
lower than that of normal adult hemoglobin, while 
hemoglobins I, J, K, and H, that of Cabannes et al. (1955), 
and the Liberian 2 of Robinson et al. (1956) have a 
mobility higher than that of normal adult hemoglobin. 
Hemoglobin H differs from all the other abnormal 
hemoglobins in having an anodal mobility at pH 6-5, the 
other hemoglobins having a cathodal mobility at this 
reaction. 


Hemoglobin H was described simultaneously in two Chinese 
siblings settled in America by Rigas et al. (1955) (1956) and in 
seven Greeks by Gouttas et al. (1955). These patients had 
hypochromic microcytic anemia resistant to therapy, with 
splenomegaly, and with a blood-picture very like that of 
thalassemia but accompanied by the presence of hemoglobin H 
in the erythrocytes. Hamoglobin-H trait has also been found 
in Thais (Minnich etal. 1956), in Indochinese in Indonesia 
(Lie-Injo Luan Eng et al. 1957), in Filipinos (Motulsky 1956), 
in Singapore Chinese (Vella 1957), in a Greek Cypriot (Ager 
and Lehmann 1957), in a Malay (Lehmann and Singh 1957), 
and in a Trans-Jordanian Arab (White et al. 1956). 


The Nepalese Gurkha woman described here presented 
with a severe hypochromic anemia and splenomegaly. 
As the anemia responded to treatment, she was held to 
have a nutritional iron deficiency such as is commonly 
found in her race. Additional support was.given to this 
belief when the anemia relapsed on her becoming pregnant 
and when she was found to have ankylostomiasis. The 
anzmia now responded only partially, despite large doses 
of parenteral iron. When this ultimate lack of response to 
treatment was recognised, a thalassemia-like anemia was 
considered, and electrophoresis was carried out. This 
revealed the presence of hemoglobin H. 

Electrophoresis was done on Whatman filter paper (3 MM) 
between glass plates measuring 14 in. x 10 in. x 0-25 in., treated with 
silicone stopcock grease, and clamped with four Waverley clips (no. 3), 
using veronal buffer pH 8-8 (ionic strength 0-06) and citrate buffer 
pH 6°5 (ionic strength 0-05). Runs were made in a refrigerator, at 
about 5°C, at 360V for five or six hours (Chernoff 1955). Alkali- 
resistant hemoglobin was measured by the Chernoff technique 
(Chernoff 1955). Inclusion bodies were demonstrated by supravital 
staining with brilliant cresyl blue (Gouttas et al. 1955). 


Case-report 


A Nepalese woman, aged 24, complained of fever soon after 
arriving in Malaya from India in April, 1956. She was admitted 


* Present address: British Military Hospital, Kluang, Malaya. 
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Fig. 1—Peripheral blood smear. 


to the British Military Hospital, Singapore, with a temperature 
of 99°F, pale mucosz, and slight icterus. Her liver was palp- 
able to one fingerbreadth below the costal margin and a firm 
non-tender spleen was palpable to two fingerbreadths. Labora- 
tory investigations showed red cells 3,050,000 per c.mm., 
Hb 6°8 g. per 100 ml., white cells 5100 per c.mm. (poly- 
morphs 57%, lymphocytes 35%, monocytes 5%, eosinophils 
3%). Malarial parasites were absent; a blood-film showed 
poorly filled red cells with considerable anisocytosis and 
poikilocytosis. Serum-bilirubin 0-4 mg. per 100 ml.; no 
urobilinogen in urine. Lung fields clear on radiography. 
Treatment and Progress 

She was treated with oral iron, and in three weeks her hemo- 
globin increased to 8-9 g. per 100 ml., and red cells to 3,090,000 
perc.mm. A blood-film showed active regeneration. She was 
discharged from hospital with a diagnosis of iron-deficiency 
anzmia. 

She was readmitted in November, 1956, with symptoms of 
anzmia and was now twenty-two weeks pregnant. Apart from 
the pregnant uterus, the clinical findings were essentially the 
same as at her previous admission. Hb 5-2 g. per 100 ml.; 
blood-film showed hypochromic microcytic red cells but no 
target cells; white-cell count normal. Stools contained ova of 
Ancylostoma duodenale. 

She was treated with tetrachlorethylene and with ‘Imferon’. 
The anzmia persisted, but the hemoglobin gradually rose to 
9-6 g. per 100 ml. before she gave birth on March 4, 1957, to a 
premature female baby weighing 3 Ib. 13 oz. 

She was first seen by one of us (M. C. B.) a month after 
delivery. On examination she had the typical mongoloid 
features and short stature of her race. The mucose were pale 
and fingernails and tongue normal. The liver and spleen were 
palpable to the same extent as before. She had no abnormal 
physical signs in the nervous, respiratory, and cardiovascular 
systems, apart from an apical systolic murmur. 
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Fig. 2—Osmotic fragility of red cells. 
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Fig. 3—Electrophoresis pattern (pH 6-5) of hemoglobin solutions 
A and H standards ; patient ; and normal. 


Investigations 

Red cells 5,600,000 per c.mm. ; Hb 11-5 g. per 100 ml.; 
packed cell volume 37%; mean corpuscular volume 66 c.u; 
mean corpuscular hemoglobin 21 su, mean corpuscular 
hemoglobin concentration 31%; a stained smear showed 
considerable anisocytosis and poikilocytosis (fig. 1). No target 
cells were seen. Sickling could not be induced. Reticulo- 
cytes 5%. White-cell count normal. The osmotic fragility 
curve (fig. 2) showed increased resistance to hypotonic saline 
solution; there was 5° hemolysis in 0-4% sodium thloride 
and 60% in 0-3°% sodium chloride. Bone-marrow was very 
cellular and showed normoblastic erythroid hyperplasia, the 
myeloid/erythroid ratio being 1/1. 

Electrophoresis gave the results shown in fig. 3. Hamo- 
globin A 70%, hemoglobin H 30%; alkali-resistant hamo- 
globin 0%. 

Supravital staining of peripheral blood with brilliant cresyl 
blue revealed inclusion bodies in 40% of the red cells (fig. 4). 
In bone-marrow stained by the same technique 1% of the red 
cells contained intracellular inclusions. The inclusion bodies 
were not seen in any nucleated red-cell precursors. 

Serum-bilirubin 1-0 mg. per 100 ml.; liver-function tests 
normal. Serum-albumin 4-4 g. per 100 ml.; serum-globulin 
1-85 g. per 100 ml. Urine: no urobilinogen detected. Blood- 
group O, rhesus-positive. Blood Wasserman reaction negative. 
Coombs antiglobulin test negative. A test-meal showed acid 
secretion, which was confirmed by a positive ‘Diagnex’ test. 
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Fig. 4—Peripheral blood stained supravitally with brilliant cresyl 
blue to show intraerythrocytic inclusion bodies. 


e 


Uropepsinogen excretion 57 units an hour. Serum-iron 205 ug. 
per 100 ml. Stool: no ova of Ancylostoma duodenale found in 
six specimens, no occult blood. 

Radiographs of the skull showed an area in which the diploic 
space was enlarged, but no spiculation was evident. Radio- 
graphs of the hands were normal. 


Family History 

The patient is the youngest of a family of five. Her parents, 
brother, and three sisters are alive and well but not available 
for study. Her husband is quite fit and not anemic; on electro- 
phoresis his hemoglobin was normal, alkali-resistant hamo- 
globin 0%. Her daughter at the age of 6 months was normal 
for her age: 

3,870,000 per c.mm.; Hb 9-9 g. per 100 ml. Blood-film slightly 
hypochromic but otherwise normal. No intraerythrocytic inclusions 
bodies. Reticulocytes 1-6°%,; white-cell count normal. Electro- 
phoresis: at 5 weeks hemoglobins A+F, alkali-resistant hemo- 
globin 60% ; at 10 weeks hemoglobins A+ F, alkali-resistant hamo- 
globin 40%; at 16 weeks hemoglobins A+F, alkali-resistant 
hemoglobin 17%; at 6 months hemoglobin A, alkali-resistant 
hemoglobin 3%. 

Discussion 

Hemoglobin H is the only known abnormal hzemo- 
globin which in the heterozygous state produces a clinical 
syndrome of mild anzmia resistant to therapy and 
associated with splenomegaly and little if any hemolysis. 
The diagnosis is possible only on electrophoresis at both 
an alkaline and a slightly acid reaction, though supravital 
staining with brilliant cresyl blue will show up intra- 
erythrocytic inclusion bodies of denatured hemoglobin H 
on to which the cresyl blue has been adsorbed. It is not 
yet certain whether these intraerythrocytic inclusion 
bodies are associated only with hemoglobin H. 

Minnich et al. (1956) have reported inclusion bodies in a 
case of hemoglobin-E thalassemia in Thailand. One of us 
(F. V.) has shown that both hemoglobins E and H can be 
precipitated from solution by adding brilliant cresyl blue or 
metabisulphite, whereas hemoglobins A and F are more 
resistant to precipitation (Vella 1957). Our inability to demon- 
strate inclusion bodies in the red-cell precursors in the bone- 
marrow, and the small number of red cells containing inclusion 
bodies seen there, suggest that a physicochemical change in the 
hemoglobin with ageing of the red cell may lead to its pre- 
cipitation with brilkant cresyl blue. This might explain the 
marked variability in the quantity and density of inclusion 
bodies seen in red cells in the peripheral blood. 

The peripheral blood-picture in persons with hemo- 
globin-H trait has been described as indistinguish- 
able from that in Cooley’s anemia. In fact, these cases 
are usually classed as thalassemia syndrome until electro- 
phoresis is done. Motulsky (1956) has concluded: 

‘In the present state of our knowledge, the demonstration of 
hemoglobin H apparently signifies the simultaneous presence 
of Thalassemia. Thalassemia-Hemoglobin H Disease there- 
fore may be considered a variant of Thalassemia in which the 
Thalassemia gene in a yet unknown manner activates the 
expression of hemoglobin H.” 

Apparently the expression of the hemoglobin-H gene 
may also be enhanced by the simultaneous presence of a 
gene for another abnormal hemoglobin (Vella and Wells 
1957). 

Production of hemoglobin H is controlled by a reces- 
sive gene; so far only three cases are known in which 
people with hemoglobin H have produced offspring. 
Rigas et al. (1956) found the child of one of their patients 
to exhibit an iron-resistant anemia with target cells and 
microcytosis but no splenomegaly and no demonstrably 
abnormal hemoglobin, and they diagnosed thalassemia 
minor. However, one of the patients of Gouttas et al. 
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(1955) is married to a clinically and hzmatologically 
normal partner and has produced a child known to carry 
hemoglobin H. Our own patient’s daughter showed no 
abnormality of hemoglobin at the age of 6 months. No 
abnormal hemoglobins have yet been detected before the 
12th week of life (Lie-Injo Luan Eng 1956). 

As no siblings or parents of this patient were available 
for study, the relation of the hemoglobin-H recessive gene 
to the gene(s) responsible for the thalassemia could not 
be ascertained in this case. 

The initial response of this patient’s anemia to therapy 
and her relapse on becoming pregnant are attributed to 
a concomitant deficiency of iron. The failure of the 
hemoglobin to rise to a normal level once the ankylo- 
stomiasis had been treated and the iron deficiency had 
been made good, is characteristic of the thalassemia-like 
anemias and agrees with the descriptions published 
of hzmoglobin-H trait. Once the nature of the 
anzmia was appreciated, further attempts at “‘treatment” 
were discontinued. The patient remains well and 
symptom-free, leading an active life with a hemoglobin of 
between 8-0 and 11-0 g. per 100 ml. 

Summary 

A case is described of a Nepalese Gurkha woman, aged 
24, with hypochromic anzmia, splenomegaly, and ankylo- 
stomiasis, partially responding to treatment. 

On electrophoresis hemoglobin H was found to con- 
stitute 30%, of the total hemoglobin. 

The patient’s daughter, aged 6 months, has no abnormal 
hemoglobin and is clinically normal. 

We are grateful to the Director-General of Army Medical Services 
for permission to publish, and to Lieut.-Colonel T. E. Field, R.A.M.c., 
and the staff of the Pathology Laboratory, FARELF, for the hematolo- 
gical and biochemical investigations. 
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“ The problem of air pollution arises from the fact that the 
cost of curing it is not directly borne by those who would 
benefit from its cure. This applies whether the pollution 
comes from an individual householder’s smoky chimney or 
from a large industrial boiler or furnace. Hence, although the 
financial saving to the nation as a whole from the substantial 
elimination of air pollution would almost certainly pay the 
whole of the cost of this elimination, there is no way of making 
such a payment to those who would have to bear the costs. 
This means that we either have to find considerably cheaper 
means of eliminating air pollution than those at present known 
or seme method of subsidising gas cleaning.”—Prof. M. W. 
THRING, F.INST.P., in a preface to Air Pollution, a book based 
on papers given at a conference held at the University of 
Sheffield, September, 1956. London, 1957. 


ANAPHYLAXIS AFTER ORAL 
SULPHADIAZINE 


TWO REACTIONS IN THE SAME PATIENT 
WITHIN EIGHT DAYS 


P. M. BINNS 
M.B. Leeds, D.Obst. 
LATELY HOUSE-SURGEON, OTLEY GENERAL HOSPITAL, YORKS. 


AN anaphylactic reaction usually follows parenteral 
administration of a foreign substance, though it can 
follow ingestion or inhalation. The reactions described 
here followed the giving of sulphadiazine by mouth. 


Case-report 

A lady schoolteacher, aged 41, had had sore throats for about 
a year, and four months before admission her doctor had given 
her a course of sulphadiazine. 

Eight days before admission she had a sore throat, and her 
doctor prescribed sulphadiazine as 4 tabs. (2 g.) stat., and 
2 tabs. (1 g.) four-hourly. She took 4 tablets, and within half 
an hour she was “ lathered” in sweat, but felt ‘‘ cold and 
shivery””. She had a tickling cough, but no breathlessness or 
wheezing, and noted itching white urticarial weals “like 
large heat lumps up to an inch in diameter ” appearing on 
arms, spreading to face (which “ felt tight and prickly ”), and 
then to rest of the body. The urticaria was followed by 
generalised erythema within an hour. Her mouth was swollen 
and her tongue stiff, and her skin felt to be burning furiously. 
She vomited once, but had no diarrheea or loss of conscious- 
ness. She decided not to take the tablets as prescribed during 
the rest of that day. 

Next morning the redness had disappeared, but as her throat 
was still sore she took 2 tablets of sulphadiazine and continued 
to do so four-hourly for three days without ill effect. Her 
throat was then much improved and she felt better and ceased 
to take the tablets. Thirty-six hours before admission the 
“ bad throat ” recurred. 

At 11.30 A.M. on the day of admission she took 2 tablets of 
sulphadiazine. Within half an hour she started sweating pro- 
fusely and felt cold. Itching urticarial areas 1'/, in. in diameter 
appeared on her arms and spread all over her body, followed 
by redness within half an hour. At this stage she had an 
irritating cough with slight wheezing and breathlessness. Then 
she had violent cramp-like pains in the epigastrium, passing 
into the lower abdomen in less than ten minutes. She twice 
vomited greenish-yellow fluid with coincidental severe 
exhausting diarrhoea, when she felt very weak and ill, and “‘ did 
not care whether she lived or died ’’. He sister said her colour 
was greyish purple, with blue lips, and she was groaning and 
shivering as she tried to sit on the commode. Her eyes were 
staring and then deviated upwards, followed by loss of con- 
ciousness for a few minutes with convulsive movements of 
arms and legs. Gradually consciousness returned. Her doctor 
arrived shortly after this and noted that she was profoundly 
shocked and pulseless. She vomited once in the ambulance. 

She had no history of allergic disease, but had had deep X-ray 
treatment for thyrotoxicosis in 1940. A sister had asthma. 
Condition on Admission 

Her eyes were staring and her conjunctive suffused and 
bloodshot. Face ashen grey with cyanosis of lips. She appeared 
too weak to talk, but was trembling enough to cause the bed to 
shake. Her hands and feet were cold and blue. On her trunk, 
limbs, back of neck, and scalp were urticaria (with interlacing 
pseudopodia) and bright erythematous areas. Temperature 
97-6°F. The pulse was not palpable, and the blood-pressure 
(B.P.) irrecordable. The heart-rate (at auscultation) was 138 a 
minute and the respiratory rate 38. There was no broncho- 
spasm. The tonsils were large and injected. No other gross 
abnormalities were found. 


Course 
10 minims of adrenaline 1/1000 solution was given sub- 
cutaneously at 2 P.M. Within ten minutes, the trembling had 











\NCET 





teral 
can 
ibed 


bout 
iven 


her 
and 
half 
and 
s or 
like 

on 
and 


len 
sly. 
us- 
ing 


oat 
ed 
ler 
sed 
he 


fer 








25 JANUARY 1958 ORIGINAL 


ARTICLES 195 





ceased, but retching and diarrhea continued intermittently. 
She gradually improved during the afternoon; another 3 
minims of adrenaline was given at 5 P.M. Next morning her 
pulse-rate was 90 a minute and B.P. 120/80 mm. Hg; there were 
still occasional urticarial weals on her body. A throat swab 
revealed Staphylococcus aureus. 

Discussion 

Of special interest are the rapidity of onset of symptoms 
after administration by mouths and two episodes separated 
by freedom from reactions while taking the drug. 

Dale (1920) postulated a latent period of twelve to fourteen 
days after the initial exposure to the foreign substance; during 
this time antibody is formed and becomes fixed in the cells. 
When the foreign substance again reaches the circulation, any 
plasma-antibody is precipitated ; the excess foreign agent reacts 
with antibody within the cells to liberate histamine and other 
substances, which produce anaphylactic manifestations. 

Landsteiner (1936) observed that simple chemical substances 
could combine with proteins in the body to form a modified 
protein antigen. A molecule containing a benzene-ring nucleus 
with an — NH, group attached, or a molecule with a pyrimidine 
nucleus, is highly antigenic. Sulphadiazine contains both a 
benzene ring with an — NH, group, and a pyrimidine group. 

The time intervals in this case accord with Dale’s 
hypothesis: a sensitising dose four months before 
admission; a reaction eight days before, then freedom 
from symptoms for three days while on the drug, when 
the antibody in cells had been neutralised; and then a 
reaction on the day of admission, when the antibody 
here had again built up in the tissue cells. 

My thanks are due to Prof. P. J. Moir for kind permission to 
publish this report. 
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PERIURETERIC FIBROSIS 


HAROLD PARK 
M.B. Edin., F.R.C.S., F.R.C.S.E. 
CONSULTANT SURGEON, ROYAL SUSSEX COUNTY HOSPITAL, 
BRIGHTON, SUSSEX 
IAN JONES 
M.A., M.B. Cantab., F.R.C.S. 
SENIOR SURGICAL REGISTRAR, KING’S COLLEGE HOSPITAL, LONDON, S.E.5 


PERIURETERIC fibrosis (Lancet 1957) is probably not so 
uncommon as the paucity of published reports thereof 
suggests. We describe here a further case, in which, as is 
characteristic of this condition, we followed many false 
trails before we stumbled on the correct diagnosis. 


Case-report 

A man, aged 39, was admitted to the medical wards of the 
Royal Sussex County Hospital on Feb. 25, 1957, because of 
repeated attacks of vomiting accompanied by a girdle-type 
pain starting in both loins and radiating to the epigastrium, 
where it persisted in attacks lasting five hours. For some months 
he had had vague abdominal aching centred in the region of 
his umbilicus, and he had lost about 2 st. in weight and felt ill. 
The pain was unrelated to food, and there had been no 
disturbance of micturition. 


On admission he was thin, ill-looking, and apprehensive but 
did not present any abnormal physical signs. In view of his 
nausea, vomiting, and epigastric pain attention was at first 
focused on his alimentary tract. A barium meal showed no 
abnormality other than partial loss of mobility of the terminal 
ileum; this last was thought to be due to adhesions. Examina- 
tion of the blood showed microcytic anemia (Hb 11 g. per 
100 ml.), white cells 7900 per c. mm., but a surprisingly high 
blood-urea level (138 mg. per 100 ml.) and serum-potassium 
level (26-3 mg. per 100 ml.): all the other serum-electrolyte 
levels being normal. The urine was sterile, with a few red 
cells and white cells present in the centrifugal deposit. Intra- 
venous pyelography showed a non-functioning right kidney 
and some early dilatation of the calyces in the left kidney. 
The fact that the left ureter persistently lay near the midline 
did not at first attract attention. 

Cystoscopy on March 18, 1957, showed a normal bladder, 
but a catheter could not be passed more than 5 cm. up the 
right ureter. A further attempt three days later also failed. 
During this first month the patient’s general condition improved 
spontaneously, as did his blood chemistry, the blood-urea level 
reaching 264 mg. per 100 ml. before falling to normal levels by 
the end of March. This spontaneous recovery of renal function, 
which we now know to be characteristic of periureteric fibrosis, 
was not appreciated at the time. 

Exploration of the right kidney was done on March 28 
through an anterolateral approach with a view to either a plastic 
operation for hydronephrosis or a nephrectomy. Great 
difficulty.was experienced in finding the ureter. For a time 
what proved to be the dilated upper end of the ureter was 
taken to be the renal vein as it ran transversely before dis- 
appearing into a large firm pinkish mass, which involved all 
the retroperitoneal structures from the level of the body of 
L2 vertebra to that of L5 vertebra. The ureter, identified 
distally, resembled a vas deferens in its calibre and consistence, 
and was freed down to the pelvic brim. No peristalsis was seen. 
The mass was thought to be neoplastic, and the changes in the 
ureter to be due to neoplastic infiltration. Nephro-ureterectomy 
was then done. Recovery was uneventful. 

Pathology.—The kidney measured 11 x 65 x 4 cm. and 
weighed 186 g., with 14 cm. of ureter attached. There was 
mild hydronephrosis, with dilatation of the upper part of the 
ureter, but the lower 6 cm. of ureter was contracted and hard, 
with somewhat the texture of a vas deferens. In the narrowed 
segment of ureter the lumen was narrowed to a slit but retained 
normal epithelium. *In the wall, lying outside the muscularis 
but partly infiltrating it was a plaque of young fibrous tissue 
with patchy lymphoid infiltration, chiefly perivascular, One 
small arteriole showed what appeared to be subacute arteritis 
with cellular infiltration of the media and proliferation of the 
endothelium. The kidney had a distinct zone of lymphoid 
infiltration at the outer edge of the cortex, with focal lymphoid 
infiltration, again chiefly perivascular, scattered elsewhere. 
There were less arteriolar hyalinisation and more round-cell 
infiltration than are usual in pyelonephritis. This condition 
affected the renal parenchyma as well as the ureter, and could 
only be called ‘‘ inflammatory” by using this word in a very 
wide sense. Histologically it was more like temporal arteritis 
or a collagen disease. The appearances resembled those 
described by Raper (1955) for periureteric fibrosis, except that 
there was no calcification (see figure). 

Prognosis.—It was now appreciated that the prognosis 
was good, provided that complete ureteric obstruction did 
not develop on the left side by involvement in this inflam- 
matory mass. The left ureter was already displaced medially, 


0) 0 0 © © d0 


Sections through right ureter at different levels, uppermost on the left. 
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as seen previously on intravenous pyelography, but not com- 
pletely obstructed. A month after the right nephrectomy 
the left ureter was explored through an anterolateral oblique 
muscle-cutting incision. The retroperitoneal mass had not 
extended so far laterally on this side but the left ureter was 
already embedded in it. It was freed without difficulty, 
leaving behind a pink shiny trough in which it had lain. 
The posterior parietal peritoneum was tacked down medially 
to displace the ureter laterally and to prevent its reinvolve- 
ment, because the peritoneum seemed to form a definite 
barrier to the spread of this inflammation. 

Aortography.—Since it has been postulated that peri- 
ureteric fibrosis begins as arteriolitis in the lumbar and other 
small retroperitoneal vessels, aortography was done under 
direct vision at the second operation ; but it did not show 
any gross abnormality in the lumbar arteries. 

Follow-up.—Since discharge from hospital after an unevent- 
ful recovery this man has remained well and is symptom-free. 

Discussion 

Why the retroperitoneal tissues become involved in a 
mass of young fibrous tissue is unknown. Trauma, 
previous gastrointestinal disturbances, infection of the 
para-aortic lymph-nodes, and arteritis like that seen in 
certain collagen diseases have been suggested as primary 
causes. 

All the published cases have been in males aged 35-60. 
The history is vague but common to all the cases : months of 
ill health, with loss of weight, appetite, and strength, followed 
by aching in the abdomen and loins. Sometimes this aching 
spreads to the thighs and genitalia. Examination does not 
reveal any physical signs. Some patients are investigated as 
an orthopedic problem but may be eventually admitted 
with oliguria and anuria. Our patient was uremic on 
admission. Most of the patients have a few red cells and 
white cells in their urine at some stage. 

The intravenous pyelogram is characteristic, with early 
hydronephrosis and medial displacement of the ureters. 
Ureteric catheterisation is important diagnostically and 
therapeutically but may be impossible because of ureteric 
involvement ; the fibrous tissue may have invaded the ureter 
and narrowed it besides kinking it. In patients with oliguria 
or anuria it is remarkable how urine pours down the ureteric 
catheter. Renal function appears to be satisfactory ; the 
ureteric lumen may be patent, but the ureter cannot pass the 
urine to the bladder, possibly because of lost peristalsis. 
The indwelling ureteric catheter, if it can be introduced, allows 
drainage of the distended renal pelvis and tides the patient 
over the acute obstructive phase. 

Treatment is directed solely to prevent progressive 
ureteric obstruction. No other complication of this large 
retroperitoneal mass has been reported. This plaque 
of tissue cannot be removed, because the great vessels 
and their branches are extensively involved. Surgery 
has been directed to the release of the ureters and the use 
of the parietal peritoneum as a barrier against reinvolve- 
ment. One case at Mount Sinai Hospital, New York, 
was treated by radiotherapy in view of the primitive and 
“‘ invasive” appearance of the fibroblasts in this mass. 
The patient recovered well, but the development of 
malignant hypertension in cases of seminoma of testis 
treated by radiotherapy to the para-aortic lymph-nodes 
makes one hesitate to use it in a non-malignant condi- 
tion. Renal damage is often already present and the 
mass is known .to undergo spontaneous regression. 
Chemotherapy has not been found of value. Surgery 
seems to offer the best chance of survival. Ureteric 
cathetefisation or nephrostomy is necessary in the very 
acute phase when anuria is present. The release of the 


ureters and “ protection ” by peritoneum can be done in 
stages. 


It should be possible to avoid nephrectomy in 


most cases. We removed the right kidney because the 
ureter was extensively involved and because the 
** benign ” nature of this mass was not appreciated. 


Summary 

Periureteric fibrosis is not so rare as the paucity of 
published reports thereof suggests. 

Its etiology is unknown. 

The history is of vague ill health with backache and 
abdominal and loin pain. The presenting feature may 
be anuria, oliguria, or uremia. The intravenous pyelo- 
gram showing medially displaced ureters is very 
characteristic. 

Treatment consists in restoring renal function by 
draining the obstructed kidneys by ureteric catheterisation 
in the acute phase and by surgical release and peritoneal 
*protection”’ of the ureters as a staged procedure. 
Chemotherapy does not seem to influence this inflam- 
matory mass. Radiotherapy is not advised. 

We wish to thank Dr. W. A. Bourne for referring this case to us, 
and Dr. R. I. K. Elliott for the pathological report. 
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Preliminary Communication 





HYDROXYDIONE IN PSYCHIATRIC INTERVIEWS 

THE two main uses of anesthetic drugs in psychiatric 
interviews are exploratory and abreactive. With many 
drugs these uses overlap, and to prevent affective release 
the level of anesthesia has to be deepened, thereby inter- 
fering with recall and communication. Following 
reports '~* on the use of steroid anesthetic agents, with 
a smooth anxiety-free induction phase and lack of post- 
anesthetic depression, we decided to try them in place 
of amylobarbitone sodium. Thirty-five patients were 
investigated—predominantly psychoneurotic, but includ- 
ing some with schizophrenia and psychopathic personality. 

Hydroxydione (‘Presuren’) is prepared as a 2-5% 
solution in physiological saline solution at 110°F, and is 
rapidly injected intravenously at this temperature. Great 
care must be taken that none escapes into the tissues; 
the greater the speed of injection the less likelihood of 
venous thrombosis.° 

There is no clinical effect for three minutes after 
injection; then the patient relaxes. After five minutes the 
patient perseverates somewhat, but if the correct dose is 
used this is the only evidence of altered consciousness. 
The effect of the drug lasts for about half an hour from 
this point. The induction phase is invariably smooth, 
and freedom from anxiety persists. Speech is not slurred. 
0-5 gr. was found to be the optimal dose to obtain this 
effect for the average man of 10 stones; slightly less was 
used for those under this weight. There was no severe 
venous thrombosis and no anesthetic complications— 
e.g., sudden falls in blood-pressure or excessive shallow- 
ness of respiration. No patient complained of any 
depression after the interview that could be attributed to 
the steroid. 

Except with the catatonic patients, rapport was excellent 
throughout the interview and the patients freely recalled 
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repressed material with no abreactive release. They were 
uncritical in attitude: often many staff were in the room, 
but this did not cause them to withhold incidents which 
they were previously unable to recall eyen to themselves. 
One patient, a C. J. voluntary, admitted, while a tape 
recorder was inaction, that he had been doing his best to 
hoax the staff into believing that he was being cooperative, 
to avoid remaining in hospital. Several homosexual 
patients remembered the early childhood trauma, homo- 
sexual seductions long repressed. Since no affect was 
shown at the interviews, methylamphetamine (up to 
60 mg.) was injected before or after the steroid; in these 
cases the patient entered a “‘ perseveratory-ruminative ” 
state, but no affect was exhibited until after the steroid 
was excreted, when abreaction began on the theme which 
was uppermost in consciousness during this phase, with 
excellent therapeutic effects. 

The absence of release in the catatonic patients was 
notable, and there was only momentarily clearing of 


acrocyanosis. From other work in progress at the moment 
this effect seems to be due to a lack of parasympathetic 
inhibition with hydroxydione, in contrast to the 
barbiturates. 

In our limited experience, hydroxydione seems to be 
excellent where the object of the interview is to uncover 
the psychodynamics of the illness, especially in patients 
with early repressed memories; but because of the 
qualitative difference of effect upon the autonomic system 
it seems inferior to other agents when abreaction is 
desired, though this may be overcome by the addition of 
methylamphetaminé. 

We thank Dr. G. J. Harrison, medical superintendent, for per- 
mission to undertake this study, and for his and our other colleagues’ 
advice and criticism; and Schering A.G., Berlin, for supplies of 
* Presuren ’. 

P. M. O’FLANAGAN, 
L.R.C.P.1., D.P.M. 
O. L. MCGUINNESS, 


Winwick Hospital, 
M.B. N.U.I1, 


near Warrington, Lancs 
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A BLOOD PUMP WHICH MINIMISES HA:MOLYSIS 

THE pumps needed to operate such devices‘as the artificial 
heart-lung and kidney raise several problems. 

They must produce the least possible coagulation (to reduce the 
need for heparinisation), and they must be built entirely of materials 
which do not favour coagulation and which are neither toxic nor 
attacked by blood. 

They must produce the least possible heamolysis—i.e., they must 
be free from sudden movements leading to 
turbulence, and the valves must be efficient, for 

t reflux of blood would lead to the shock of two 
columns meeting. , 
DESIGN 

We have developed a pump (fig. 1) built 
entirely of methyl methacrylate and silicone. 
It consists essentially of three chambers: 
a central one (1, fig. 1), an inlet (6), and an 
outlet (7). 

The central chamber consists of a silicone tube 
locked into a methacrylate sleeve. The sleeve is 
connected to an air-compressor, which periodi- 
cally increases the pressure inside the sleeve. This 
increase compresses the silicone tube, which thus 
acts as a cardiac ventricle. The increase of 
pressure is gentle and uniform, because it is 
produced by an increase in the pressure of a gas 
exerted on a soft flexible wall. The propulsion 
of the blood is véry similar to that in the heart. 

This central chamber is tapered at its outlet 
end (2), which is used as a valve seat. The 
tapering reduces the calibre gradually and the 
blood in systole slides smoothly along the walls. 
This part is fixed to the main chamber by a 
methacrylate ring (8), which tightens it against 
the wings of the silicone tube. 

The valve (4) is a silicone tongue-valve. Inside 
6 the tongue is a lead core to give it a certain 
inertia and make the closing movement more 
regular (this lead does not come in contact with 
‘os the blood). 

At the lower end of the central chamber is 
another similar valve (5) which lies on the lower 
wing with a methacrylate washer to make a more 
perfect adjustment than is possible between 
silicone and silicone. The upper end (3) of the 
lower chamber (6) is tapered in the same way 
as (2). The upper (7) and lower chambers are 
t silicone tubes, of diameter equal to that of the 

compression chamber but three times as long. 
These tubes are fitted over the ends of the 








Fig. 1—The con- central chamber, making use of their elasticity, 


struction of the and at each end is placed a methacrylate con- 
pump. nector for joining the pump to the other apparatus. 


PERFORMANCE 

The damping chambers tend to expand during the systole 
of the central chamber and to contract during its diastole (fig. 
2), transforming the discontinuous current produced by the 
series of strokes into a continuous current, 
and preventing the valves from making quick 
movements. For instance, the lower valve 
tends io close in systole, but at the same 
time the tension in the inlet chamber is 
increased, and this tension is greater the 
more the valve tends to close; thus, sudden 
closing is avoided and so is the subsequent 
danger of hemolysis caused by sudden 
stoppage of the blood column. 

The amount of blood pumped depends on 
the size of the driving-chamber and the rate 
of the compressor. For use with the artificial 
kidney, we recommend a diameter of 20 mm. 
for all the silicone tubes, and a length of 
75 mm. for the compression chamber and of 
200 mm. for the damping chambers. A pump 
of these measurements has a capacity of 
160 ml. and give$ an efficient stroke-volume 
with the compressor which we use (piston 
diameter 60 mm., stroke 70 mm.) of up to 
15 ml. The actual stroke-volume depends 
on whether we direct the whole power of 
the compressor to the driving-chamber or 
allow (by means of a special device) a gradual leak of the air 
driven by the chamber. 30 strokes per min. is the optimum for 
use with artificial kidneys ; with this frequency and the described 
compressor the flow is up to 450 ml. a minute. 

We have pumped 300 ml. of blood continuously, at a speed 
of 200 ml. a minute, for twelve hours without any hemolysis, 
though each erythrocyte has passed about 500 times through 
the pump. The total volume passed through was 144 litres, or 
30 times the normal blood-volume. With the artificial kidney, 
rarely is more than 15 times the total blood-volume circulated. 

For the bigger flow needed with the artificial heart-lung, we 
recommend a compression chamber of diameter 30 mm. and 
length 100 mm., and an increased compressor rate. This pump, 
with an adequate compressor, gives an effective output of 
41 ml. per stroke. With a frequency of 100 strokes a minute 
we obtain an output of 4100 ml. In this case the damping 
chambers should have a diameter of 30 mm. and a length of 
200 mm. The pump thus manufactured has a capacity of 
210 ml. 

This pump is manufactured by Messrs. R. Bernadas, 46/A Via 
Layetana, Barcelona. 





Fig. 2—Action 
of damping 
chambers. 
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Reviews of Books The work, which is complementary to Mr. Gillis’s earlier 

monograph on amputation, is in three sections: one con- 

cerned with measuring the patient for an artificial limb and 

Medical History of the Second World War the fitting of it; another with the construction of the pros- 
Army Medical Services. Campaigns: Vol. u. F.A.E. Crew, theses; and a third with methods of reablement. No better 


F.R.S. H.M. Stationery Office. 1957. Pp. 537. 84s. 


THE second volume in this series has the same plan and the 
eminent virtues of the first.'. Its subjects are the defeats at 
Hong Kong and in Malaya and the second (and victorious) 
phase of the battles in North Africa. There is also an account of 
the health of our subarctic garrisons and—probably of the most 
general interest—a detailed study of the medical aspects of 
captivity in Japanese hands. 

In those years we went where we were sent, did as best we 
could, and—quite often—were sure that we could have done 
better for our patients and for ourselves if we had had the 
ordering of affairs in our own hands. Fifteen years later it is 
more profitable to forget pompous authority, supplies ill- 
chosen, late in arrival, or non-existent, the weeks of empty idle- 
ness, and the days and nights of endless and sometimes useless 
toil. If read between the lines this book makes no effort to con- 
ceal failure or incompetence, but, without bombast, it shows 
that there was far more to praise than to blame in the direction 
of the Army Medical Services. For everyone from the Director- 
General to the battalion medical officer every new campaign is 
to some extent a leap in the dark. Plans must be made, men 
must be trained, and stores assembled at home: the Army 
Medical Department has no infallible soothsayer to supplement 
inadequate intelligence or anticipation. The personnel are not 
what A.M.D.1. would choose but what they have in hand. The 
good soldier is he who can make the best use of all these where- 
ever he finds himself; and, in retrospect, the job was done well 
far more often than badly. The heroes of this book are the 
A.D.M.S., D.D.M.S., and D.M.S. who faced and solved so many 
problems new to them and barely mentioned, we would guess, 
in the scholarly peace of Millbank. They planned, devised, 
begged, cajoled, and improvised with two ends in view—to 
maintain the health of the fighting Army and to succour the 
wounded as best they could. 

There are two lessons to be learned—or relearned. First, no 
administrator who is not a doctor can have the flexible pragmatic 
outlook needed to employ slender resources to the most profit- 
able end, and there can be no better evidence than this book that 
the professional direction of the Army Medical Services must be 
maintained. The second lesson is not for the professional soldier 
only and may be the more urgent. By 1939 the lessons of 1918 
had been forgotten; if there is another war those of 1945 may 
have to be learned again at dreadful cost. Those responsible for 
the planning of civil defence will be neglecting their duties if 
they do not read these volumes thoughtfully and often. 


Artificial Limbs 
LEON GILLIS, M.B.E., M.B., F.R.C.S., consultant orthopedic sur- 
geon to Queen Mary’s Hospital, Roehampton, East Ham 
Memorial Hospital, and St. John’s Hospital, Battersea. London: 
Pitman Medical Publishing Co. 1957. Pp. 449. £15. 

Ultima ratio regum ran the inscription about the mouths of 
Louis XV’s cannon—‘‘the last argument of kings.” ‘““The last 
argument of orthopedic surgeons’? might once have been 
engraved on the blade of an amputation knife; but today it 
would not ring true, for the view is now well established that 
amputation marks not the end but the beginning of a phase of 
treatment. Since 1948 almost every patient in this country 
who has undergone amputation—there are a few residential 
stipulations—has been entitled not only to an artificial limb 
(and a spare duplicate) but also to the help of a fitting service 
prepared to advise and train him in its use. 

Mr. Gillis points out that we can justifiably take pride in the 
fact that Great Britain has led the way in establishing such an 
organisation. But little has been published about its activities, 
materials, and techniques; and his new book, based on his 
experience at Roehampton, fills this gap. 


1. See Lancet, 1956, ii, 824. 


survey of British limb-fitting practice, and of tried and tested 
procedures, could be wished for. The surgeon who studies it 
will find that he can do much to bridge the gap that still some- 
times exists between the surgical ward and the limb-fitting 
centre. 


Livingstone, the Doctor 
MICHAEL GELFAND, 0.B.E., M.D., 
Blackwell. 1957. Pp. 333. 42s. 

A Goop account of David Livingstone’s journeys is always 
attractive reading, and in some respects Dr. Gelfand’s is even 
more interesting to the medical reader than earlier ones have 
been. Its maps are particularly good, and emphasis is laid on 
the medical side of Livingstone’s work, which was considerable 
and fascinating. His medical observations are some of the 
earliest records on the diseases of Africa. He was an accurate 
observer, who had to rely on the simplest aids to diagnosis. 
He regretted that he had not been able to do necropsies: ““No 
inspection of the body is allowed by their people, and the place 
of sepulchre is carefully concealed. I had to rest gatisfied 
with conjecture.” 

Livingstone observed for the first time the association 
between relapsing fever and the bite of a tick, one of the 
earliest records of a disease transmitted by an insect. He gave 
an excellent account of tropical ulcer, a common and very 
disabling condition at that time; and he probably was one of 
the first to describe in Africa the boils produced by the maggot 
fly. Two years later he recorded the presence of an insect (one 
of the filarial worms) in the aqueous humour of the eye of one 
of his men. And, above all, he made notable contributions 
to the study of malaria. 


F.R.c.P. Oxford: Basil 





Hewer’s Textbook of Histology (7th ed. London: 
William Heinemann. 1957. Pp. 438. 27s. 6d.).—Dr. C. L. 
Foster. has extensively revised the sections describing the cell, 
the connective tissues, the liver and the pituitary, but the other 
chapters are virtually the same as in the sixth edition. Some 
new illustrations have been included to supplement the many 
existing photomicrographs and line drawings. The inclusion 
of additional figures, without altering the numbering, has 
necessitated the rather cumbersome use of letters in addition 
to numbers to designate the new illustrations. Readers may 
be disappointed to find no mention of sex-chromatin, nucleic 
acids, or “ spreading factors’, and no more than a passing 
reference to amorphous intercellular substance. The very 
useful appendix on histological methods might well have 
included an elementary description of electron, phase-contrast, 
and ultraviolet microscopes. The special virtue of this work 
remains that the text is concise, clear,- and covers the subject 
adequately; it is very well illustrated; and stress is laid on the 
relation of structure to function and the dynamic aspects of 
histology. 

British Encyclopedia of Medical Practice (2nd ed. 
London: Butterworth. 1957). Cumulative Supplement. (Pp. 
308. 35s.). Medical Progress (Pp. 339. 37s. 6d.). (The two 
together cost 67s. 6d.)—The Supplement is a series of addenda 
to the Encyclopedia, designed to bring it up to date with in- 
formation which “ concerns knowledge of proved value, and 
neither controversial nor doubtful material is included ”. This 
year the Supplement has increased its size more than its price. 
The companion volume contains a series of articles reviewing 
advances in all branches of medicine, and selected abstracts; 
its material is newer but more controversial. 


Lewis’s Medical and Scientific Lending Library.—The new 
edition of the catalogue of this library, revised to December, 
1956, may now be had from H. K. Lewis & Co., Ltd., P.O. 
Box 66, 136, Gower Street, London, W.C.1. The price is 
£1 5s. to library subscribers and £2 2s. to non-subscribers. 
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“In view of these analytical and 
general evidences, this brandy 
may be described as particularly 
suitable for medicinal purposes’ 
See Lancet, Fuly 22, 1899, p. 219 








*The evidence both of analysis 
and taste indicates that the high 
standard of purity and quality 
has been maintained and that 
the brandy is eminently suitable 
for medicinal purposes’ 

Gee Lancet, May 7, 1932, P. 992 








SUTURE NEWS! 


L.H.C. now in non-splintering ‘Spot’ Tubes 


Believing in the present superiority of glass over other materials as 
the safest and most easily sterilised Container available for sutures, 
The London Hospital Ligature Depart- 

ment has searched for some years for an 

improved glass tube that opens safely 
and cleanly. We are pleased to 
announce that in the future, 
standard lines of L.H.C. will be 
packed in our new “Spot’’ Tubes. 







The “Spot’’ Tube is the same as a normal suture tube, but 
replaces the conventional scored line with a groove around . 
the middle, marked with a coloured spot. Point spot vertically 
down towards bowl with thumbs uppermost and break as 
shown below. The thumbs, placed about }” apart, must be 
exactly opposite to the spot to obtain 
SY a clean break; the tube breaks only 
away from the spot. Attempts to 
break the tube other than away from 
the spot will result in splintering. 





With London Hospital’s new 
“Spot’’ Tubes, no filing is needed; no 
instruments required and it is not even 
———“"_inecessary to hold the tube in a swab. 


_always use London Hospital Gatgut 
£ the more F°L-E-X-I-B-L-E suture 
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Higher levels ~<.. even faster 


WITH THE NEW IMPROVED PENICILLIN-V 
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*V-CIL-K’ brand penicillin-V potassium is a new 
and readily soluble form of penicillin-V giving 
faster.and higher blood levels. Fasting levels have 
in fact been shown to be even higher than those 
obtained with parenteral penicillin G in the same 
dosage. 

‘V-CIL-K’, the oral penicillin with the parenteral 
penicillin response, is a major advance in penicillin 
therapy. The average dose is 125 mg. four times 
daily, increased in severe infections. The cost is 


identical with that of penicillin-V. 


Available as tablets of 125 mg. and 250 mg. 


ELI LILLY & COMPANY LTD - BASINGSTOKE - ENGLAND 


Nasal Congestion? 


Neither ephedrine nor adrenaline 
give such sustained relief 

as Neophryn ... yet Neophryn 
is safer than either. 

Neophryn produces effective 
decongestion without 
unpleasant side effects 

such as C.N.S. stimulation, 
sedation, or secondary 
congestion. It is safe 

for infants and children 

as well as adults, and 

is widely prescribed 

for the common cold, 

sinusitis and allergic rhinitis. 
Neophryn is also available 
with antihistamine. 





Medical literature is available 
on request. 


Neophryn gives relief 


without secondary congestion 


Neophryn is a sympathomimetic amine (!-m-hydroxy-a- 
methylaminomethy! benzyl alcohol HCI) in aqueous Bayer Products Limited 


solution ; available as a spray or drops p 
Basic N.H.S. cost of Nasal Spray or Drops 2/4. Neville House, Kingston-on-Thames, Surrey. 


With antihistamine (in spray form only) 2/8. Associated exporting company: Winthrop Products Ltd. 
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Diabetic Arterial Disease 

IN this century of medical revolutions none has been 
more profound than that affecting diabetes mellitus; 
for its treatment has been greatly improved and our 
concept of the disease radically altered. There is some 
reason to believe that the incidence is increasing in 
well-fed Western communities, but the expectation of 
life for diabetic patients—particularly the young—has 
much increased. Further, the actual causes of death 
in diabetes have changed. Before the discovery of 
insulin the commonest cause of death was diabetic 
coma, but this is now greatly exceeded by cardiovascular 
disorders. Today vascular disease is the chief problem 
in the long-term management of diabetes.’ 

It is important to differentiate clearly between the 
various types of arterial disease. First there is hyper- 
tensive arteriolar disease, entirely non-specific, but 
commoner in diabetic patients than in the rest of the 
population. Next there is atheroma, affecting only the 
arteries, and differing only quantitatively from atheroma 
in non-diabetic subjects. Thirdly—and the most 


in the serum *; but it tends to affect smaller and more 
distal vessels ? and is differently distributed about the 
body. Bett ® found that the incidence of occlusive 
vascular disease of the legs was increased forty-fold in 
diabetic patients; but coronary thromboses and cerebral 
vascular accidents, though also common, are not nearly 
as common as that. There must be some other, 
unknown, factor concerned with localisation. This is 
not to imply that the upper limbs are spared. Gangrene 
of the hands * has been recorded, and Dupuytren’s 
contracture is common.’ LUNDBAK * has described a 
scleroderma-like condition affecting the hands and 
associated with calcification in the small blood-vessels, 
which, he believes, is confined to patients with long- 
standing diabetes. Cerebral vascular incidents, too, are 
common. They accounted for 231 cases in a series of 
913 diabetic patients admitted with neurological 
involvement to the New England Deaconess Hospital 
between 1946 and 1951.° The syndrome of head- 
aches and ocular palsies, affecting elderly diabetic 
patients,!° may also have a vascular basis—probably 
atheroma. 

The specific diabetic lesion affects only the retinal 
and glomerular capillaries. First thought to be discrete 
hemorrhages deep in the layers of the retina, the red 
dots seen on retinoscopy have been shown conclusively 
to represent microaneurysms arising from diseased 
capillaries..' They usually coincide with a character- 
istic glomerular disorder, which has been described as 
an “ intercapillary glomerular sclerosis”.!* Electron- 
microscopic studies indicate that the primary lesion 


specific—there is the capillary lesion, seen only in the +may be of the basement membrane "; it is associated 


unsupported vessels of the retina and renal glomerulus. 
Each of these vascular disturbances is quite distinct, 
having a different pathogenesis, a different course, and 
different results. Yet they may be found together, so 
intimately related as to confound all but the most 
careful inquiries into their separate natures. 
Hypertensive changes are usually secondary to renal 
disease—most commonly pyelonephritis. Urinary infec- 
tions are so common in diabetic patients that this is no 
surprise; even in the absence of a history of “‘ pyelitis ” 
or “ cystitis ” typical lesions are often seen at necropsy. 
Atheroma, too, may affect one or both renal arteries, 
and may cause some contributory renal ischemia; but 
the resulting arteriolar lesion is in no sense specific, 
resembling that seen in other types of hypertension. 
The incidence of atheroma in diabetic patients is 
undoubtedly higher than in the general population.? 
Deaths from cardiac disorders and the occurrence of 
intermittent claudication and gangrene are to be attri- 
buted almost entirely to this cause. WARREN and LE 
CompTE* remark: “ atherosclerosis emerges without 
question as the leading cause of death in diabetes, 
accounting for over two-thirds of all fatalities.” Mor- 
phologically and chemically the lesion resembles 
atheroma in non-diabetic patients, and is similarly 
associated with raised lipoprotein and cholesterol levels 





1. Statist. Bull, Metrop. Life Insce Co. 1957, 38, 1. 

2. Semple, R. Lancet, 1953, i, 1064. 

3. Warren, S., Le Compte, P. M. The Pathology of Diabetes Mellitus; 
p. 130. London, 1952. 


with the excretion in the urine of cells containing doubly 
refractile lipid.1* The retinal and glomerular capillary 
lesions are linked by a similarity in the histochemical 
properties of the hyaline material which accumulates in 
and around their walls, particularly with special 
collagen '° and carbohydrate ’* stains. Moreover, the 
lesions at each of these sites has been related to certain 
changes in the sera—notably an increase in complex 
polysaccharides and glucosamine.’71* Possibly the 
relationship of capillary lesions to these substances is 
similar to that of atheroma to lipoproteins and 
cholesterol. 

We still know very little of the causes and develop- 
ment of vascular lesions in diabetes. Yet we are not 
powerless to control them. There is abundant evidence 


4. Beker, R. W. R., Joiner, C. L., Trounce, J. R. Quart. J. Med. 1955, 
5. Bell, E. T. Arch. Path. (Lab. Med.) 1950, 49, 469. 

6. Lundbaek, K. Ergebn. inn. Med. Kinderheilk, 1957, 8, 1. 
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that the possibility of such complications is greatly 
reduced by careful control '*—control as defined by 
Jostin.” In addition urinary infections should be 
treated vigorously, and cryptic pyelonephritis carefully 
sought. Infection upsets diabetic control, and hyper- 
tension increases the risks from atheroma and its com- 
plications. The price of longevity is eternal vigilance. 


Infectivity of Virus Nucleic Acids 

Two years ago we commented *! on the work of 
GIERER and SCHRAMM,” who had shown that the nucleic 
acid extracted from tobacco-mosaic virus was infective 
alone. It was to be expected that this work would soon 
be followed by similar research on viruses of animals 
and man, and last summer two preliminary reports 7 “4 
suggested that infective nucleic acid could be prepared 
from one of the encephalomyocarditis viruses (Mengo 
virus) and from Eastern equine-encephalitis virus. Now 
comes a more detailed account by COLTER et al.” of 
similar investigations with Mengo, West Nile encepha- 
litis, and poliomyelitis viruses. 

COLTER et al. homogenised cells infected with these 
viruses, and then extracted the virus preparations by 
vigorous shaking with water-saturated phenol. The 
aqueous phase, separated by centrifugation, was desig- 
nated “ribonucleic-acid solution,” and such solutions 
were found to have an infectivity of about 0-19 of the 
virus homogenates from which they were prepared. The 
next problem was whether this small residual infectivity 
was due to a few virus particles which had survived the 
extraction treatment or to viral nucleic acid. First, the 


“ribonucleic-acid solution” was tested for protein and ° 


no detectable protein was found, but this test is not 
delicate enough to exclude traces of virus. Indirect 
evidence was then sought by comparing the properties 
of the infective component of the ribonucleic-acid 
solution with those of intact virus particles. Distinct 
differences were found. The infectivity of the ribonu- 
cleic acid was inactivated by brief incubation with 
ribonuclease or simply by long-continued incubation at 
37°C, and it was recovered quantitatively after pre- 
cipitation with molar sodium-chloride solution. In 
these respects the infectivity of the ribonucleic-acid 
solutions behaved differently from that of intact virus, 
and there was also a difference in behaviour on high- 
speed centrifugation. Unfortunately, the two types of 
preparation were not compared after treatment at the 
same infective titre. Nevertheless it seems fair to con- 
clude that the infectivity of the ribonucleic-acid solu- 
tion is not due to intact virus particles but to viral 
nucleic acid. ; 

The next question was whether the nucleic acid was 
present in the cells as such and was extracted before 
being built up into virus particles, or whether it had 
19. Dunlop, D. M. Brit. med. J. 1954, ii, 383. t—~CS~™S 
20. Joslin, E. P., Root, H. F., White, P., Marble, A. The Treatment of 

Diabetes Mellitus; p. 657. London, 1952. 
21. See Lancet, 1956, i, 490. 
22. Gierer, A., Schramm, G. Nature, Lond. 1956, 177, 702. 
23. Colter, J. S., Bird, H. H., Brown, R. A. ibid. 1957, 179, 859. 


24. Wecker, E., Schafer, W. Z. Naturforsch. 1957, 12, 415. 
25. = J. A., Bird, H. H., Moyer, A. W., Brown, R. A. Virology, 1957, 


been extracted from mature virus particles. COLTER 
et al. answered this question by treating cell homo- 
genates infected with Mengo virus with ribonuclease 
before carrying out the phenol extraction. The ribonu- 
clease treatment had no effect on the amount of ribonu- 
cleic acid subsequently extractable from these prepara- 
tions, and COLTER et al. conclude that the infective 
ribonucleic acid was extracted from the Mengo virus 
particles. It should be possible to confirm this con- 
clusion by experiments on purified virus preparations, 
as has been done with tobacco-mosaic virus. Mean- 
while, it seems that for a number of small animal viruses 
the information required to synthesise whole virus 
particles may reside in the viral nucleic acid alone, and 
on present theories of nucleic-acid structure this implies 
that the code for making particles of these viruses is 
determined by the particular arrangement of their 
nucleotides on the nucleic-acid chain. The protein 
overcoat of the virus is presumably designed mainly to 
protect the nucleic acid in an unfriendly world, although 
from the point of view of the viral host the protein may 
have other roles. But more and more attention is being 
devoted to understanding nucleic-acid synthesis, with a 
view to interrupting it where it is becoming inconvenient 
to man. 


The Open Door 


DurInG the past few years more and more doors have 
been unlocked in our mental hospitals. So far, in setting 
them ajar, the emphasis has been on egress rather than 
ingress; but an open door should invite patients to 
enter as well as to leave. The Royal Commission on the 
Law relating to Mental Illness and Mental Deficiency 
recognised the importance of easy two-way traffic, and 
many of their most important recommendations were 
based on the principle that the patient who is mentally 
ill or mentally defective should be able to get the 
shelter and support of hospitals and social services with 
as little formality as the patient who is physically ill. 
Many of their recommendations will have to await legis- 
lation, but it is encouraging that the Minister of Health, 
in consultation with the Board of Control, is acting 
without delay on their proposals for changes in the pro- 
cedure for admitting patients to mental-deficiency 
hospitals. 

It is appropriate that a beginning should be made in 
these hospitals, for hitherto their routine procedures for 
admission have been more rigid than in hospitals for the 
mentally ill. Only exceptionally have patients been 
admitted without certification, and the “voluntary” 
procedure has not been applicable. Now they will lead 
the way, for, thanks to the convenient wording of the 
present Mental Deficiency Acts, certification is not a 
legal necessity for these patients, and can, save excep- 
tionally, be allowed to lapse. Past official disfavour of 
informal admission, as the Royal Commission pointed 
out, was based on “considerations of administrative 
policy rather than law”. The Minister has accordingly 
recommended mental-deficiency hospitals to admit 
patients who are willing without certification, and to 
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review their present patients with a view to ending 
compulsory powers over them where possible.’ Local 
authorities have similarly been asked to review patients 
who are subject to a guardianship order.” 

The new procedure means that it will no longer be 
possible to detain these patients in hospital if they want 
to leave. But in fact the change will, it is hoped, be 
more apparent in a new climate of opinion than in an 
exodus of patients. In the present overcrowded state of 
the mental-deficiency hospitals, medical need must still 
be the deciding factor in obtaining admission; but 
patients—and, perhaps even more important, the parents 
of patients—will accept help more readily and more 
happily if they feel that they are not at the same time 
surrendering their rights. Some patients, especially at 
first, will wish to leave the hospital against advice. In 
these circumstances the Minister advises that they, and 
their relatives, should be given the opportunity to dis- 
cuss the matter fully with the hospital doctor. A 
patient who persists in his determination to leave should 
normally be allowed to do so, though exceptionally in 
his own interests or for the protection of the public he 
might have to be detained by certification. 

One of the most forward-looking parts of the Royal 
Commission’s report was their concern that the mentally 
ill and the mentally defective should be offered more 

oy SR 
2. Min. Hith Circular 2/58. 


help and support as part of the community rather than 
as isolates in hospitals and institutions. Small hostels 
and welfare services would, the report suggested, make 
it possible for many of them to share a normal, if shel- 
tered, life with their relatives and friends. The Royal 
Commission saw the local authorities as the natural 
administrators of such community services; and un- 
doubtedly these patients offer the public-health doctor 
a big opportunity in the exercise of preventive medicine 
and aftercare. This work can only be effective if the 
mental hospitals and the local authorities draw together. 
The Nottingham scheme* and the Worthing experi- 
ment ‘ illustrate some of the possibilities, and the new 
procedures may well provide more. For instance, in his 
circular the Minister asks that it should become a 
routine practice for the hospital to notify the local 
authority when a patient returns to his home. The 
Minister also points out that the hospital will be even 
more dependent on the local authority for information 
about the patient’s background and family and for his 
supervision when he leaves hospital. 

Everyone will be glad that it has proved possible 
to implement so promptly this part of the Royal 
Commission’s report. We trust that the rest need 
not wait too long on legislation’s more deliberate 
pace. 

3. Macmillan, D. Lancet, 1956, ii, 1094. 
4. Carse, J., Panton, N., Watt, A. ibid. Jan. 4, 1958, p. 39. 
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HYPERTENSION AND UNILATERAL 
RENAL DISEASE 


HYPERTENSION may be associated with unilateral renal 
disease, and in many recorded instances a sustained re- 
duction of blood-pressure has followed selective nephrec- 
tomy; but it is often difficult to decide on the significance 
of kidney disease, if present, and, consequently, on the 
chances of benefit from operative treatment. Experimental 
evidence, based on the induction of hypertension by partial 
occlusion of a renal artery and on the demonstration of 
the renal pressor system, suggests that true “ renal” 
hypertension depends essentially on a vascular lesion. 
This is supported clinically by the observed occurrence 
of hypertension in cases of renal ischemia due either to 
infarction or to stenosing conditions of the renal artery 
and its main branches. Research in cases of hypertension 
of suspected renal origin has, therefore, been directed 
towards discovering specific vascular lesions which on 
identification might afford an indication for effective 
surgical treatment. Poutasse and Dustan' have 
submitted 109 selected hypertensive patients to renal 
angiography, accomplished by means of translumbar 
aortography. 

They emphasise that aortography should be used not 
as a routine investigation but only in accordance with 
certain well-defined indications: firstly, in all cases 
(regardless of age or the duration of the hypertension) 
where there is unexplained disparity in the size or func- 
tion of the kidneys on excretion urography; secondly, in 
all young patients:in whom no other cause can be demon- 





1. Poutasse, E. F., Dustan, H. P. 7. Amer. med. Ass. 1957, 165, 1521. 


strated; thirdly, where malignant hypertension develops 
suddenly in previously somewhat hypertensive elderly 
patients; and, finally, where there is rapid exacerbation of 
essential hypertension at any age, particularly if. the 
patient has renal symptoms. Of the 104 patients selected 
according to these indications, 30 were found to have 
unilateral or bilateral obstructive lesions of the renal 
artery, which in many instances were considered to be 
the primary cause of the hypertension. Most of the lesions 
were arteriosclerotic plaques causing narrowing of the 
lumen and associated in some cases with post-stenotic 
aneurysmal dilatation of the more distal part of the 
vessel. 19 of these patients were subjected to operation 
(usually nephrectomy) with gratifying results—the blood- 
pressure reverting to normal in 5 out of 7 cases followed 
up for over a year, and in 6 out of 10 observed for shorter 
periods. Of the 2 patients who died, 1 had been subjected 
to arterial grafting and the other to attempted endarter- 
ectomy. 

Discussing the significance of renal arterial disease, 
Poutasse and Dustan refer both to its potential danger as 
a cause of hypertension and to the inherent risk of spon- 
taneous rupture of a post-stenotic aneurysm. But in 
deciding whether to embark on surgical treatment, it 
should be remembered that only a small proportion of 
hypertensives have vascular disease restricted to, or pre- 
dominantly affecting, one kidney, and that local arterial 
rupture is rare. Unless, therefore, the radiographic evi- 
dence is particularly convincing, conservative manage- 
ment with anti-pressor drugs may seem more promising. 
Nevertheless, Poutasse and Dustan rightly claim that 
operation is indicated in carefully chosen cases, and they 
look forward to the time when selection will be aided by 
detection of renal pressor substances. 
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STATISTICS OF SMOKING 


THERE is mounting evidence of an association between 
smoking and malignant and other disease, and there is a 
real need for dispassionate assessment of the magnitude of 
this association and the realities of any underlying causal 
mechanisms. The long-term interest of the tobacco 
manufacturers lies in a free exchange of information be- 
tween scientific workers concerned with this vital problem; 
and the publication of a volume of statistics on tobacco 
consumption ' by the Tobacco Manufacturers’ Standing 
Committee is a welcome token of their recognition of this 
viewpoint. 

Mr. G. F. Todd, statistical adviser to the committee, 
has produced a most useful volume by collecting from 
various sources information on the tobacco-consumption 
habits of different populations both in this country and 
elsewhere. Details are given of time trends in consump- 
tion by the type of tobacco used (whether cigars, cigarettes, 
snuff, or pipes) in different countries. From sample sur- 
veys done by market-research firms in the United King- 
dom, data have accrued on the frequency and type of 
smoking according to age, sex, job, and place of residence. 
In general, these findings are in line with expectation. In 
truly rural areas, the average daily cigarette consumption 
of 8-8 per man is less than the 11-3 of the county boroughs; 
but the lack of information on sampling procedures and 
size of samples makes it difficult to judge the significance 
of these differences. Some of the other assumptions 
involved in calculating average consumptions are more 
explicitly stated in the editorial notes. Despite these 
limitations, the general pattern of the material—e.g., on 
the age-sex trends in smoking habits—is clear enough, and 
this summary should prove useful in further epidemio- 
logical inquiries. 


SPEEDING THE PATIENTS 


YEAR by year the Ministry of Health publishes an 
analysis,? running into 47 columns, of the cost of our 
hospitals. The hospitals are grouped, according to their 
function and character, under such headings as acute, 
mainly acute, long-stay, isolation, and mental-illness. 
The analysis aims at providing figures to show the net 
weekly cost of maintaining a patient. To this end the 
main items of expenditure are divided into two groups— 
those which tend to vary directly with the number of 
patients, and those which tend to remain unaltered by the 
number of beds occupied. 

Fallacies in the subdivisions have been pointed out in 
recent years, and these are recognised in the report. The 
main distorting influence is still the assessment of out- 
patient expenditure. This is estimated on the basis that 
five outpatient attendances cost the same as one inpatient 
day. However in future more accurate information about 
the real cost of outpatients will be provided, for last April 
a start was made in the introduction of a full departmental 
costing system in some 200 hospitals which have an 
annual expenditure of £150,000 or more. The figures 
which this new procedure will offer when the change-over 
is completed are awaited with interest. 

During 1956-57 the weekly cost of maintaining a 
patient in an acute hospital was £19 11s., compared with 
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£17 15s. in 1955-56. In special hospitals the cost ranged 
from £8 13s. in long-stay hospitals to £23 4s. 6d. in isola- 
tion hospitals. These figures had been adjusted (or dis- 
torted) to allow for expenditure on outpatients. Last 
year for the first time figures were also given for the cost 
per patient treated in hospital. These provide a telling 
comparison for hospitals doing the same kind of work, 
and are perhaps the most important part of the analysis, 
for they give a clue to where improvements might be 
made in the hospital service. For 1956-57 the average 
cost per patient treated in “all acute hospitals’ was 
£40 14s., compared with £37 12s. in 1955-56. Generally 
speaking the cost per patient per week differs only slightly 
in similar hospitals in the same region, whereas the cost 
per patient often varies greatly. The difference is due 
not to the percentage bed-occupancy but to the speed of 
the turnover. Many hospitals have found that by careful 
administration the turnover can be increased without 
detriment to the patient’s welfare, and indeed often to 
his advantage thanks to earlier ambulation and prompter 
investigations. Scrutiny of the figures suggests that in 
many hospitals there is still scope for quickening the pace 
of discharges and admissions. ‘ 


A CANCER FALLACY 


THE latest report of the National Cancer Registration 
Scheme ' contains much interesting information on treat- 
ment and survival; but it also contains some surprising 
statements about the incidence of the disease. They 
seem to arise from the belief that the liability of an indi- 
vidual to develop cancer at various ages can be deduced 
from a contemporary set of age-specific incidence or 
death rates. This fallacy is well illustrated in the section 
on lung cancer. In this disease, as is well known, the age- 
distribution of a large group of patients shows at present 
a peak in the 7th decade; and the age-specific death-rate 
is also lower in the 8th decade than the 7th. From this 
the Registrar-General deduces that cancer of the lung is 
‘**a disease of middle adult life, the risk of contracting it 
diminishing in the older age groups ”’; and later that the 
mortality-rates “justify the conclusion that in England 
and Wales the risk for women of contracting lung cancer 
does not increase after the age of 70 but much more 
probably falls, while after the age of 65 the risk for men 
certainly falls.” 

These statements are not supported by the available 
evidence. It is true that the death-rate of people over 70 
who die of lung cancer is smaller than the death-rate of 
those aged 60 to 69; and the risk of death from this cause 
is greater at present for an individual aged 65 than for one 
aged 75. But it cannot be inferred from this that the risk 
for the older individual was greater ten years ago or that 
the risk for the younger will be less in ten years’ time. The 
changing incidence with advancing age can be studied 
only by following the experience of a group of individuals 
through their successive ages. In practice, this is done 
by the method of cohort analysis. Using this technique 
Korteweg ? in 1951 and Case * in 1956 showed that the risk 
of death from lung cancer increases throughout life. There 
is, in fact, no falling off after middle life. Thus, the death- 
rate among those now 75 is higher than it was ten years ago 
among the group then aged 65, of whom they are the 
survivors. Those aged 65 at present are suffering a 
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higher rate than were people of the same age ten years 
ago. 

The “ fall ’’ of death-rate from lung cancer in old age 
is, therefore, an expression not of diminished individual 
risk in old people but of increased risk in the younger 
ones. The current death-rate among an age-group is the 
latest term in a series of rates stretching back year by year 
to the birth of all individuals in the group; and the rates 
may vary with, among other things, the changing environ- 
ment. The individuals taking part in a contemporary 
age-specific rate are not the same as those in any other 
contemporary rate, nor can they have been subjected to 
exactly the same environment. In the case of lung cancer 
some of the relevant factors in the environment are 
known to have changed considerably, for the practice of 
cigarette-smoking increased rapidly in the early part of 
the century. Thus, those now 65 have been more exposed 
to this hazard than were those who were 65 ten years ago; 
and the impact of the disease on them is correspondingly 
greater. The application of the method of cohort analysis 
to cancer mortality was clearly described recently by 
Case,‘ who emphasised its great value as a historical or 
narrative technique for displaying the changing patterns 
of mortality. 


OPERATING-THEATRES 

PERHAPS the most significant change in operating- 
room mechanics in the past twenty years has been, in a 
sense, a return to Listerism. Antisepsis inculcated an 
aggressive approach to organisms, which were attacked 
even in the air; this attitude changed with the advent 
of asepsis to one rather of peaceful coexistence; and 
conveniently the hazard of airborne organisms im theatres 
was almost forgotten, for how could air be sterilised ? Yet 
some remained vigilant. Hart * showed that hemolytic 
Staphylococcus aureus was the predominant organism in 
90°, of unexplained wound infections; that this organism 
was not to be found in recently laundered materials; 
that the staphylococcus obtained from the skin and 
sweat of staff and patients was usually Staph. albus, 
almost never hemolytic Staph. aureus; and that Staph. 
aureus could invariably be obtained from the air of the 
operating-room. Air contamination was worse in winter, 
and the source appeared to be the nasopharynges of 
those working in the theatre. After introduction of air 
sterilisation by ultraviolet irradiation, wound infection 
fell to a hundredth of its previous level in thoracoplasties 
and mastectomies. In this country Cairns * was concerned 
about airborne infection of neurosurgical cases from 
similar sources. But the source contaminating the air 
pool does not always lie within the noses of those working 
in the theatre: Sevitt’ found that two cases of tetanus 
were due to introduction into the theatre of spores from 
plaster hair being used for building repairs nearby; he in- 
dicted the ventilation system, and yet had the discouraging 
experience four years later of having to report gas- 
gangrene infection due to the still faulty system. * 

Except for a few hospitals equipped with the plenum 
heating system, the standard ventilation system during half 
a century of asepsis has been on the exhaust principle: 
in order to get rid of steam from the sterilisers and to 
provide comfortable working conditions for surgeon and 
staff, air is changed by extraction. The possibility that 





4. Case, R. A. M. Brit. J. prev. soc. Med. 1956, 10, 159. 
5. Hart, D. ¥. Amer. med. Ass. 1941, 117, 1610. 

6. Cairns, H. Lancet, 1939, i, 1196. 

7. Sevitt, S. tdid. 1949, ii, 1075. 

8. ibid. 1953, ii, 1121. 


organisms from outside the theatre might thus be sucked 
in was long ignored; and so the great majority of our 
hospitals today, even those built just before the late 
war, have to face a new era of infection with dangerous 
equipment. A bulletin just published by the Ministry 
of Health,® the first of a series to help those concerned 
with designing and planning hospitals, is particularly 
welcome since it recognises the volte-face—the return 
to the attack on airborne organisms. Both ultraviolet 
radiation and aerosols are dismissed as means of air 
sterilisation. Instead it is recommended that positive- 
pressure systems of ventilation be installed in all new 
theatres so that organisms shed within the theatre are 
blown out, while dust and organisms outside are 
driven away from its precincts. But installing a positive- 
pressure system cannot alone ensure security, '° since the 
current of air may disturb dust lying on the floor; its 
direction must be controlled in the light of smoke tests. 
Moreover vertical shafts connecting suites of theatres 
tend to develop into extraction systems owing to a 
Venturi effect as warm air rises up them, thus nullifying 
the attempt at positive pressure—yet another reason for 
constructing theatre suites in horizontal, as the bulletin 
recommends. There is one quite important omission. 
Sometimes people outside the theatre—usually members 
of the medical staff—need to speak to the surgeon while 
he is operating. This is best done by means of micro- 
phone and speaker circuits, which obviate disturbance 
due to movement in and out of the theatre—movement 
which Bourdillon et al.!! have shown to be followed by 
an increase in airborne organisms. 

One innovation in the layout of the theatre suite is the 
inclusion of a recovery room—an admirable recommenda- 
tion which may nevertheless evoke controversy. All 
would agree on the need for a site to be set aside where 
the anesthetist may readily reach the patient who has 
just been operated on, while still conducting the rest of the 
operating-list; a third of all anesthetic deaths occur within 
half an hour of the end of the operation, and these 
are almost invariably due to obstruction of the airway. 
But some would remove the recovery room from the 
theatre and place it, as a recovery ward, immediately 
adjacent '*; they insist on the need for such a ward not 
only for immediate postanesthetic care but for the first 
two or three days after operation when the patient can 
(it is claimed) be better treated in this special ward and 
the staffing of the ward he has come from can be 
correspondingly lightened. Recovery wards are the vogue 
in the New World, where they doubtless help to reduce 
the handicap of the scarcity (even greater there than 
here) of experienced nurses. Where this scarcity is not 
so great, the other practical advantages of concentrating 
postoperative patients in a single ward must be set 
against the disadvantage of requiring them to enter a 
new environment at a time of special stress. Any patient 
coming into hospital is quite suddenly alone, with human 
contacts—those stabilising factors in life—severed. 
Accordingly he must set about establishing new contacts, 
with the staff and his fellow patients. To the surgical 
patient the new contacts that he establishes before opera- 
tion are especially valuable in the first few postoperative 
days. 

9. Hospital Building Bulletin, no. 1: Operating Theatre Suites. H.M. 
Stationery Office. Pp. 76. 9s. 

10. Paterson Ross, J. Brit. med. J. 1956, i, 702. 

11. Bourdillon, R. B., McFarlane, A. M., Thomas, J. C. Spec. Rep. Ser. 


Med. Res. Coun. Lond. 1948, no. 262, p. 241. 
12. See Lancet, Jan. 11, 1958, p. 91. 
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PROBLEM FAMILIES 
A London Survey 


J. A. Scott 
O.B.E., M.D. Lpool, F.R.C.P., Q.H.P. 
MEDICAL OFFICER OF HEALTH FOR THE COUNTY OF LONDON 


THE Minister of Health in 1954 encouraged local 
health authorities to develop their work in preventing 
the break-up of families, and in particular to see what 
they could do to break the vicious circle in which 
problem families tend to reproduce themselves in the 
next generation—at an expense to the community out of 
all proportion to their numbers. He suggested that this 
work might be done through the redeployment of existing 
health visitors rather than by an increase in their number, 
but the employment of a trained social worker might be 
useful. 

Our first task in London was to ascertain how many 
families needed help on the lines suggested, and to 
estimate how many needed intensive care which could be 
undertaken only by a case-worker with a small case- 
load or by a combination of social case-workers. With 
my colleagues in the education and welfare departments 
a survey was made covering all families with a child or 
children under the age of 15. My department investigated 
the families in which there was a child under 5 living at 
home; the education department investigated those in 
which all the children were older; and the welfare depart- 
ment dealt with families in homeless-family units or 
halfway houses. So far as numbers are concerned, 
therefore, the data given are complete, but the detail 
relates only to the families with which my department 
was primarily concerned. 


Planning 
Families may be classified broadly into five groups : 
Above normal visiting standard. 
Socially sound. 
Families with difficulties. 
Potential problem families. 
Hard-core problem families. 
The survey was concerned with the selection of these 
two last groups. 

Potential- problem families may be defined as “ those in 
which there are early signs of failure... which may lead to 
disruption of normal home life with consequent risk to. . . the 
children ”, and hard-core problem families as “‘ those which 
are unable, by their own efforts to raise themselves from the 
state into which they have fallen or to take advantage of the 
social services of which they are in need ”. There are, however, 
many other definitions, and it was felt that any inquiry based 
solely on qualitative criteria would lead to subjective assess- 
ments by health visitors and others, from which no valid 
conclusions could be drawn. Accordingly the factors which 
were likely to be found in such families were listed and points 
allocated to each factor: this provisional pointing system was 
tested by application to the circumstances of a number of 
families and modified in the light of the tests. The factors and 
points awarded them were chosen arbitrarily, but they provide 
a clear and uniform basis for a survey; moreover they enable 
comparable assessments to be made in later years. A maximum 
of five discretionary points was allowed for imponderables. 

The list of factors and the points awarded are set out below; 
for brevity certain detail has been omitted, such as guidance 
on the interpretation of the terms drinking, gambling, and 
promiscuity as factors, and the period over which they should 
have been operative. 


YP VN 


FACTORS LIKELY TO BE FOUND IN PROBLEM FAMILIES 


1. In a parent 
(a) Low intelligence or mental deficiency. 
(b) Mental illness. 
(c) che pe handicap or illness which prevents work or permits of 
light work only—e.g., tuberculosis, heart-disease. 
(d) Long-continued or recurrent unemployment of main wage-earner 
from other causes than physical handicap or illness. 
(e) Excessive drinking. 
if ; Excessive gambling. 
‘g) Sexual promiscuity. 
(h) Serving, or has served, a prison sentence. 
(i) Suspected cruelty to or oatect of children. 
(j) Known cruelty to or neglect of children. 
2. Other parental shortcomings 
(a) Persistent quarrelling. 
(b) Failure to call doctor for major illness. 
(c) Leaving young children unattended. 
3. Ina child 
(a) Repeated hospitalisation of one or more children for gastroentgzitis 
or respiratory disease, or two or more children for minor accidents. 
(b) Persistent truancy. 
(c) Juvenile delinquency (court cases only). 
dance at child ¢ clinic. 
(e) Under Probation Officer or committed to care by a court. 





4. Housing 
(a) Statutory overcrowding. 
b) Li in intolerable conditions (while not ded) b 





of either of amenities such as piped water, damp or insanitary condi- 
tions, and/or enmity of other occupants of dwelling. 


5. Poverty and mismanagement 


(a) Chronic family debt. 
(b) Lack of minimal necessities of mae and bedding. 
(c) Inadequate and ir lar 
(d) Domestic filth and disorder. 
4 Wilful damage to property. 
(f) Lack of, or inadequately maintained, clothing of children. 


6. General 
(a) Unnecessary crowding at night. 
(b) Gross personal uncleanliness. 
(c) ry to take advantage of necessary help and service proffered. 
(d) Child or children taken into care other than as the result of court 
action, and who are frequently taken into or out of care. 
Allocation of Points to Factors 

1. 1 point was allotted for the existence, whether one or 
more persons was affected, of each factor in the list, except in 
section 1, where for items (a) to (#) the pointing was: 

For one parent—1 point 

For both parents or the sole parent—3 points 
and for item (j) the pointing was: 

For one parent—1'/, points 

For both parents or the sole parent—4 points 

2. Additional points or fractions of points, up to a maximum 
of 5, could be added by the reviewing officer to deal with 
imponderable factors not listed—e.g., persistent sickness of 
children; mental or physical cruelty of one parent to another; 
racial differences between parents; spasmodic reappearances of 
deserted, divorced or separated parent (which upsets stability) ; 
a combination of items which do not of themselves merit 
points, such as domestic disorder (without filth), poverty with 
spasmodic debt, large numbers of children under 5, and 
inadequate (but not irregular) meals. 

3. The maximum pointing was 56, and for the purposes of 
classifying the families assessed the following arbitrary values 
were used: 

Hard-core problem family—11 points or more. 
Potential problem family—5-10 points inclusive. 

The differing social conditions in various parts of the 
county, and the lack of any real knowledge of the numbers 
and location of problem families, made it necessary to 
have a complete survey rather than a sample. 


Operation 

The county comprises nine divisions, each administered 
by a divisional medical officer. In each the health visitors were 
asked to make a provisional selection of potential and hard- 
core families from their total case-load (in London a case- 
paper is made out for every child born to a resident and is 
kept in a family folder at the local clinic). Family case- 
histories, selected by the health visitors and supplemented by 
discussion, were considered by the divisional nursing officers 
in each division (who were appointed reviewing officers) 
to assess the factors and to grade the families. Health visitors 
made a note of the time actually spent for a period of four 
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weeks on the families finally selected.. Finally a central 
team (Principal Medical Officer (Maternity and Child Welfare), 
Statistician, and Chief Nursing Officer) visited a number 
of centres in the divisions and interviewed the health visitors. 
Ten centres were visited and 39 health visitors were inter- 
viewed. The centres were chosen to represent a cross-section 
of the London population as regards social class. 

The relationship of health visitors with other field workers 
of both voluntary and statutory bodies called in to assist the 
family, the attitude of the family towards advice and help, and 
the limitations imposed by their willingness or ability to accept 
advice, were all taken into consideration in forming an estimate 
of the amount of time which should be spent on these families. 

Numbers 
Families with a Child under 5 

Table I sets out the number of families surveyed by the 
public health department. The figures shown tend to be 
an underestimate, because constant immigration means 
that at any given moment there will be new families in 
the county whose circumstances are not fully, if at all, 
known; moreover, with the turnover of health visitors, 
there were some who, at the time of the assessment, could 
judge only from case papers, which, however well kept, 
are no real substitute for personal knowledge of the family. 

The difference between the average and maximum numbers 
of problem families in the care’ of a full-time health visitor 
confirmed the impression that problem families tend to be 
grouped in small areas. 

Also they tend to move about: for example, of 30 families 
in the case-load of one health visitor, 6 had moved out of her 
district in three months. They may also move in and out of the 
various categories as their circumstances change: for example, 
in one division there were at the time of the survey 314 
problem families in all, whereas six months later the total had 
fallen to 303. The net fall of 11 families was made up of a 


TABLE I—NUMBERS AND PERCENTAGES OF PROBLEM FAMILIES IN 
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much larger fall in the number of potential problem families 
offset by a rise in the number of hard-core problem families. 

The 171,871 families surveyed which have a child or 
children under 5 comprises, as far as can be estimated, 
virtually the total that exists. 

Our belief that in this respect the survey was almost com- 
plete is supported by the results of an earlier investigation in 
which the number of children under 5 with whom the health 
visitors were in contact was compared with the Registrar 
General’s population estimate, and with a current estimate 
of the number of families of differing compositions, taking 
into account migration.and birth and death rates. The number 
of problem families ascertained is unlikely to be too few, since 
these families are characterised by their demands, voluntary 
and involuntary, on the social services. 

The rates for the two categories of problem family 
combined ranged from 0-52% in division 7 (Camberwell 
and Lewisham) to 2:28% in division 5 (Bethnal Green, 
City, Poplar, and Stepney): the county average was 
1-43%. The estimated percentage of problem families, 
based on an investigation of 1000 families in Newcastle 
upon Tyne, was 2, but, as the authors of the report ' 
make clear, “ the difficulties of measurement and the way 
the families were selected should be borne in mind”. In 
a large urban county such as London, which contains 
within its boundaries such widely differing types of locality, 
larger - interdivisional differences mivht have been 
expected; but in fact the percentage incidence of problem 
families in the remaining seven divisions ranges from 
1-04 to 1:80. 

The lowest figure merited further investigation. Possibly it 
was attributable to the stable staffing in the division concerned; 
moreover, for a long period the senior nurses had given 
positive direction to the work with these families, and home 
helps had been used to assist in more intensive efforts in the 
homes. 

As might be expected, there were fewer hard-core 
problem families than potential problem families—662 as 
opposed to 1794; and in both the potential and hard-core 
groups there were fewer families among those with 
children under 5 only than families with children under 
and over 5—in total 715 as opposed to 1741—although 
there were only 69,000 mixed families compared with the 
103,000 families with children under 5. (Despite fluctua- 
tions in numbers these findings are consistent among all 
divisions.) Among families with a child or children under 
5 years of age the percentage incidence of potential and 
hard-core problem families was 0:55 and 0-14 respec- 
tively; among families with children both under and over 
school age the corresponding percentages were 1-78 for 
potential and 0-75 for hard-core problem families. It is 
assumed that the reason for the higher percentages of 
problem families among the “ mixed ” ones is that they 
are probably larger and/or poorer so that the mother 
cannot cope—there seems to be a limit to the difficulties 
with which a stable but dull parent can compete, after 
which one further adversity will produce a complete 
breakdown in domestic management. 

Families with no Children under 5 

Among the families cared for through the education 
care-committee organisation were 427 potential problem 
families and 99 hard-core problem families. 

It is proper to note that an attempt had to be made by the 
care-committee organisers to award points for the various 
factors as revealed by the case-histories in the office files, and, 
whereas the families where children had been reported to the 


», Walton, W. S., Miller, F. .W., as 
Newcastle upon Tyne. 1954. 
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TABLE II-—-TOTAL NUMBERS OF POTENTIAL AND HARD-CORE PROBLEM 
FAMILIES 
Children Children | Children In 
Problem under 5 | underand_ all over welfare Total 
family only over 5 homes 
Potential 569 1225 427 18 ~ 2239 
Hard-core 146 516 99 22 783 
Total 715 1741 526 40 3022 


National Society for the Prevention of Cruelty to Children 
(N.S.P.C.C.) or the Education Officer’s Problem Case Con- 
ferences were reasonably well documented, full data were not 
usually available in other cases. The assessment of families 
into the two categories was therefore somewhat subjective. 

The percentages, based on an estimated number of 
families, were 0-21 for potential and 0-05 for hard-core 
problem families. The rate for both (0-26) is about two- 
fifths of that for families with children under 5 years only 
and a tenth of that for families with children over 5 also. 

As the families reported on by the care organisers were not 
increasing and the children were all benefiting from the school 
and school-health services it might have been expected that 
the percentage would be below that for the mixed families. The 
numbers reported may, because of the reliance mainly on case 
papers, be an understatement—i.e., in some households in 
which the children are all of school age—the mothers’ responsi- 
bilities are lessened and the more obvious evidence of neglect 
may tend to disappear, but other manifestations, such as 
truancy or juvenile delinquency are apt to take their place, 
while such factors as low intelligence or housing difficulties 
remain. 
Families in Homeless Family Units and _ Short-stay 
Accommodation 

Within this select group of families, the wardens of the 
homeless family units chose those which appeared to 
come within the definition of potential and hard-core 
problem families. There were, in a total of 645 homeless 
families, 18 thought to be potential and 22 hard-core 
problem families. In terms of percentages, therefore, 
potential problem families amounted to 2-8 of the total, 
TABLE IlI—PERCENTAGE INCIDEN: ? OF FACTORS AMONG ABOUT 1000 

PROBLEM FAMILIES WITH A « IILD OR CHILDREN UNDER 5 








Potential | Hard-core All 
Factor problem | problem problem 
families families families 
Parent: 
Low intelligence 42:2 67:3 50-9 
Mental illness 165 13-8 15-6 
Iliness or handicap . 18-2 18-1 18-1 
Unemployment 26°5 46-7 33-5 
Excessive drinking . 13-8 25°5 17-8 
Excessive gambling — 8-3 14:3 10-4 
Sexual promiscuity 19-1 32-1 23-6 
Prison sentence 12:8 22-6 | 16-3 
Suspected cruelty (or neglect) to } 
children 21-1 31-2 24-6 
Known cruelty(or neglect)to children| 15-9 458 | 263 
Parental shortcoming: 
fe aap a va 40-5 519- | 445 
aor, - -) gs | me | ae 
Child: | 
Repeated admission to hospital 18-8 26:1 21-3 
Persistent truancy ni ; 43 10-3 6-4 
Juvenile delinquency | 620-5 11-2 73 
Attendance at child-guidance clinic 4.3 5-2 46 
Under probation officer, &c. 8-7 15-8 11-2 
Housing: | } 
Overcrowding 28-4 35-5 | 309 
Intolerable conditions 315 441 35-9 
Mismanagement: 
Chronic debt 24-6 519 | 341 
Lack of furniture 25-4 54-2 | 35-4 
Inadequate meals .. 38-2 70-5 | 49-5 
Filth and disorder .. 32:1 | 593 41-6 
Wilful ss. |. 2 10-4 
PA od equately clothed 27-4 60-7 39-0 
Unnecessary crowding 9-6 20-6 13-5 
Uncleanliness af -- | 165 (| 415 25-2 
Help refused or abused. ot Q04 + Be.) 36 
Children taken into care tod 11-0 | 21:5 14-7 
able factors 76:1 | 59-3 70-3 





hard-core families to 3-4, and the two together 6:2. 
These figures are obviously not comparable with those 
obtained by more exact standards, but the incidence of 
problem families so selected was slightly more than four 
times as high as that ascertained in the public-health 
department of families living in their own home. 


Total Numbers 

From all departments, there was reported a total of 
3022 families, 2456 from those with a child or children 
under school age, 526 from those with children of school 
age only and 40 in welfare establishments (table 11). 

In five recent surveys in other parts of the country,” the 
figures of incidence range from 1:2 to 6-2 problem 
families per 1000 total families. The bases of the various 
inquiries were not uniform, and the figures should be 
treated with some reserve. There are in London some 
1,100,000 families, but only about 400,000 of them have 
a child or children under 16. The London total works out 
at about 2:75 problem families per 1000 total families, 
though, as will be apparent from what has been already 
said, the various components of the total number were 
not all arrived at in quite the same way, and more. reliance 
can therefore be placed on some than on others. 

FEtiological Factors 

After the survey was well advanced it was decided to 
analyse the etiological factors in problem families in four 
divisions. The number of problem families reviewed was 
about 1000 and the factors assessed are shown in table 111. 

There were, as might be expected, a number of differences 
between the divisions in the incidence of such factors as long un- 
employment or lack of amenities. The table again separates the 
families into the potential and hard-core categories: a further 
subdivision was made into those with all children under five 
years of age and the mixed families, but this has been omitted 
from the table, largely because nothing of importance was 
revealed. 

The salient features are, first, the high amount of 
emotional instability—if it be accepted that excessive 
drinking, excessive gambling, sexual promiscuity, and 
persistent quarrelling are symptomatic of instability. 
54-5%, of potential problem families and 71-6% of hard- 
core problem families reveal emotional instability by one 
such symptom. The second feature is the high incidence 
of low intelligence or mental deficiency: 42:2% of the 
potential problem families and 67-3% of the hard-core. 
(It is admitted that low intelligence has not been defined 
and is therefore a matter of judgment of the individual 
health visitor.) 

It is a matter for conjecture whether anything substantial 
can be done through the normal health services for the 
families in which emotional instability is combined with 
low intelligence. This group accounts for 19-1% of the 
potential problem families and 45-8% of the hard-core; 
but instability, as evidenced by the four symptoms chosen, 
is in fact combined with normal intelligence or above in 
no less than 35-4% of the potential problem families and 
25-8%, of the hard-core. 

The third feature is the proportion of families in which 
there was known or suspected cruelty or neglect. Allowing 
for overlapping, in that some families had both, say, 
known neglect and suspected cruelty, the percentages 
were 34-6 in the potential problem families and 77-1 in 
the hard-core. Within this group there are families in which 
neglect may amount to cruelty, yet the family remains an 
entity because there is affection between parents and 


2. Blacker, C. P. Problem Families: Five Inquiries. London, 1952. 
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TABLE IV—-TIME SPENT BY HEALTH VISITORS ON PROBLEM FAMILIES 
WITH A CHILD OR CHILDREN UNDER 5 


_| Total hours 


Minutes per week per family 


Average | Maximum Minimum per week 
Potential problem 
families ai 20 270 0 606 
Hard-core problem | 
families oe 28 210 0 308 


children. This is not, of course, a matter which affects 
local authorities alone—many of the families being under 
the scrutiny of the N.S.P.C.C. or the probation service. 
Nevertheless the figures are profoundly disturbing. 

The fourth feature is the environment: housing; there 
were overcrowding or intolerable conditions (including 
enmity of neighbours), or both, in 44-3% of potential 
problem families and 60-2% of the hard-core, allowing for 
overlapping. Whether bad housing dragged the family 
down, or whether the unsatisfactory family inevitably 
gravitated to bad conditions is a matter which can be 
decided only after careful sifting of the individual family 
circumstances. 

Finally, 30-4% of the potential problem families and 
not less than 51% of the hard-core failed to take advan- 
tage of the help and services ‘proffered. 


Time Spent by Health Visitors 

Table Iv shows the average time spent per problem 
family per week by health visitors, together with maxima 
and minima. 

The county averages were twenty minutes a week for a 
potential problem family and twenty-eight minutes for a hard- 
core one. In every division of the county more time was spent 
on the hard-core than on the potential problem families. The 
maximum times are almost without exception the result of a 
crisis in one or more of the families concerned—such as a 
mother temporarily deserting her children, an economic crisis, 
infidelity, a child being in trouble for truancy, assault or theft, 
or illness in a parent—which has caused the health visitor to 
devote perhaps the whole of her time for several days to solving 
the particular issue. 

It may seem surprising that the minimum times are nil, but 
this is due to such causes as the absence of the family (hop-pick- 
ing), the temporary stability of the family, or the occasional un- 
willingness to accept the health visitor. The fact that a visit 
would be unwelcome does not mean that the family is neglected. 
Quite apart from information garnered from other social 
workers, health visitors learn a great deal about their families 
as they go about their district which is not reflected in the times 
recorded: they may meet the mother in the street or the 
children at school; they see friends, neighbours, and relations ; 
and some mothers will seek out the visitor at the centre when 
they are in trouble. Another reason for low times spent is that, 
as was shown in table 1, a few health visitors had to deal with a 
concentration of problem families—a concentration too great 
in some cases for them to carry adequately. The information 
revealed by the survey has led to a certain amount of “‘ load 
spreading ”. It is impossible wholly to equalise this particular 
burden because of the location of the families and the demand 
of other duties undertaken by health visitors. Again health 
visitors do not work in isolation: almost always there were 
two or more social workers dealing with a problem family, 
and if they are working together responsibility is shared and 
visits by either one become less frequent. 

A decision of the average amount of time that could usefully 
be spent on families in the two categories was a matter of some 
complexity. There were variations in family customs, outlook, 
size, age, structure, housing, and so on, as well as constantly 
changing family circumstances. In some cases Family Service 
Units are actively engaged in work with problem families as 
well as the Family Welfare Association, N.S.P.C.C., Area 


Children’s Officers, &c.: a service of specially trained home 
helps has recently been introduced to work with the health 
visitors. Moreover, the practice has been developed of health 
visitors working in teams, which has led to a pooling of ideas, 
abilities, and experience (not least in the linguistic and religious 
fields), and has enabled families to be transferred from one 
health visitor, with whom they may no longer be en rapport, 
to a colleague on the team: this teamwork has provided for 
an easier transference of care in times of staff sickness and 
a means of overcoming the feeling of staleness that overtakes 
at times even the most enthusiastic of workers. In addition, 
where the father was the stable element in the household, the 
health visitor has made contact with him in the evenings or 
at weekends: the need for a male worker has been apparent in 
cases where the father has been recalcitrant or sexual problems 
have been involved, and, in these circumstances, health 
visitors have sought the aid of male workers of the N.S.P.C.C. 
or National Assistance Board. The general practitioner can 
be immensely helpful when an authoritative approach to the 
father is required. 

There is a wide range of times about the averages (table Iv), 
and the maximum times are themselves averages of time spent 
on the families in the care of an individual health visitor; in 
short it seems that when a family was known to be going 
through a period of crisis, additional time was given by the 
health visitor, though possibly at the expense of other duties. 

It is clear that more time could usefully be spent on 
both categories of problem family than the averages of 
twenty and twenty-eight minutes a week. Extra time is 
required to rehabilitate some families where intensive 
help is needed. But the number of health visitors is 
unlikely to increase much in the near future. If such 
selected families could be passed to social case-workers, 
who might on average give up to ninety minutes a week to 
them, some progress might be made. The health visitors 
would, of course, continue to visit on health aspects, but 
would be relieved of the intensive case-work on these 
selected families. The time thus saved by the health 
visitors could be devoted to the balance of problem 
families for which they are responsible. 


Summary and Conclusions 


The prevalence of potential and hard-core problem 
families has been surveyed in the nine divisions of the 
county of London. The total number of such families 
ascertained was 3022. Of these 2456 had a child or 
children under 5. 526 had children above that age, and 
40 were in welfare establishments. 

The following figures refer-to families with a child 
under 5: 

1. The percentage prevalence in the divisions for both 
ranged from ‘0-52 to 2:25, with a county average of 1-43 
(if these extremes are ignored the range was from 1-04 to 1-8). 

2. An analysis of etiological factors in 1000 families 
revealed emotional instability in 54-5% of the potential and 
71-6% of the hard-core problem families; low iritelligence or 
mental deficiency in 42:2 and 67-3% respectively; known or 
suspected cruelty or neglect in 34-6 and 77:1% ; overcrowding 
or intolerable housing conditions in 44:3 and 60-2% ; failure 
to take advantage of help and services proffered in 30-4 
and 51-:0%. 

3. The average amount of time spent weekly by a health 
visitor in London was twenty minutes per potential problem 
family and twenty-eight minutes per hard-core problem 
family. 

4. If social workers could be employed for time-consuming 
case work on selected families, an additional effort could be made 
to rehabilitate these families, and the health visitors would be 
relieved to that extent of their responsibilities, although con- 
tinuing to visit on health aspects. The time saved by the health 
visitors could be devoted to the remaining problem families. 
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To test the advantages of using social workers in this 
way, they have now been given the main responsibility 
for the support of a number of selected families. 

Many hundreds of my colleagues—doctors, nurses, administra- 
tors, and statisticians—have taken part in this investigation. I am 
indebted to them all, and in particular to Dr. M. MacGregor, 
Dr. D. Egan, Mr. G. Berridge, Mr. C. W. Shaddick, and Miss E. 
Robinson. 





LONDON’S HEALTH IN 1956 


There was no startling change in the health of London 
between 1955 and 1956.' Dr. J. A. Scott, the county medical 
officer of health, records that in 1956 the infant and maternal 
mortality rates reached new low records; the death-rate and 
notification-rate for tuberculosis continued to fall (for the first 
time on record no male under 25 died from pulmonary tuber- 
culosis); but notifications of dysentery were the most numer- 
ous on record. The illegitimate live-birth rate (8-5 per 100 live 
births) was by far the highest since the war-years’ average of 
8-4%; and the suicide-rate rose from 0-14 to 0-15 per 1000 
(since 1920 it has varied from 0-11 to 0-15). 

Public-health work is today extending its scope to encom- 
pass attempts to prevent mental illness, respiratory disease 
(through attacking air-pollution), and home accidents, all of 
which are common causes of death and disability. The three 
appendices to the report are thus of special interest. 

The first concerns “‘ problem families ”—i.e., those who 
have not responded to the general improvement in social con- 
ditions and cannot by themselves improve their position or 
make use of social services. Children of such families are 
prone to physical neglect and mental disturbance. The 
appendix sets out the services dealing with problem families 
and reports a survey (described by Dr. Scott in an article on 
p. 204 this week) made to discover the number of potential 
and hard-core problem families—together these comprised 
1-43%, of the families in the county, with figures ranging from 
0-5% in one division to 2-2°, in another. 

The second appendix describes investigations that sought to 
discover links between atmospheric pollution and mortality 
from respiratory disease. At 7 recording-stations, the smoke 
and sulphur-dioxide content of the air were measured in the 
winters and summers of two years; the measurements and 
some other factors (social class, percentage of residents born 
in London) were compared with the death-rates from respira- 
tory and other diseases. Dr. Scott sums up the results thus: 

“ The bare fact of long residence in London appears to be likely 
to increase the risk of dying particularly from bronchitis; the effect 
of a smoky atmosphere is also to increase the risk but while a brief 
sniff of sulphur dioxide is not particularly harmful the dual effects 
of both high pollution and long residence in London are associated 
with high mortality. Association is, however, not necessarily a mat- 
ter of cause and effect. The reason for the poor numerical association 
of mortality with the indices of atmospheric pollution in [various 
areas of] London may be that the differences within London are 
not sufficiently large to demonstrate any difference.” 

During fog, acute “smog incidents” with many deaths 
were likely when the pollution of the air reached a threshold 
of four times the normal winter level. 

In his third appendix Dr. Scott points out that the total 
number of deaths from home accidents rose by about 25% 
between 1950 and 1955. The small decline in deaths from 
suffocation and in deaths of young children was more than 
offset by the increase in deaths from falls, poisoning, and 
burns, and in deaths in old people. The causes of accidents 
are broadly inexperience in the young, inattention in the adult, 
and infirmity in the elderly. Safety devices, such as fireguards, 
even when properly used are only a partial and temporary sub- 
Stitute for constant supervision of children. The appendix 
sets out methods of instruction in home safety, including 
exhibitions; school, newspaper, and cinema publicity; and the 
training of home nurses and health visitors. 


1. - London | Gount Council Report of the County Medical Officer for ‘the 
i, S. Me et . 6d. Obtainable from the Council, County 
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SCHISTOSOMIASIS IN CHINA 


BRIAN MAEGRAITH 
M.A., D.Phil. Oxon, M.B. Adelaide, F.R.C.P., F.R.C.P.E. 
PROFESSOR OF TROPICAL MEDICINE, SCHOOL OF TROPICAL MEDICINE, 
LIVERPOOL 


SCHISTOSOMIASIS is regarded as the most serious 
parasitic disease in China. Its extent is not yet fully 
known, but in the area of the Yangtse valley and the 
rich lands to the south recent surveys have revealed over 
11 million persons infected, and local infection-rates 
ranging from 10% to 70% 

The physical consequences of schistosomiasis in the 
individual sufferer are often savage, as will be seen below; 
but the effects on the community as a’ whole are even 
more disastrous, since it has been estimated that the 
disease, which is manifest particularly in young adults and 
in middle age, reduces the working capacity of those 
affected to well below half normal. 

In a predominantly farming community the economic 
significance of this incapacity is immense. As the popula- 
tion grows increasing pfessure is brought to bear on the 
farmers to produce more food. To do this they must 
be able to work at their top capacity, which demands good 
health. It is not surprising, therefore, that China is 
turning all her available resources to checking clinical 
schistosomiasis, and controlling its transmission. 

A nation-wide scheme of control has been evolved 
within the last two years and is now in operation and 
expanding rapidly. The two main points of attack are: 
(1) the mass treatment of overt infections with the object 
of bringing clinical relief and reducing the output of 
infective Schistosoma japonicum eggs in the feces; and 
(2) the control and eventual elimination of transmission 
by preventing the pollution of water by human and 
animal feces containing ova and by destroying miracidia 
and cercarie and the amphibious intermediate snail 
host oncomelania. 

The development and progress of the scheme is the 
political responsibility of the Ministry of Health in Peking, 
which works through a small executive lay committee 
and associated technical groups in Shanghai. In the twelve 
provinces concerned antischistosomal centres with trained 
staff have been established for purposes of mass treat- 
ment, propaganda, and training of local recruits and for 
the general administration of regional control. Subsidiary 
units have been created in the smaller districts right down 
to the villages and cooperative farms. The actual field 
work at this level is done by the local farming or village 
communities, who have among themselves organised 
trained teams for controlling transmission within their 
own territories. In this way the local community is 
acting for itself in its own interests and cooperating at 
the same time in the wider national scheme. 

The Chinese Government quite rightly regards propa- 
ganda as an essential technique in the antischistosomal 
scheme and has organised public information services 
in the endemic areas on an impressive scale, with the two- 
fold object of achieving control of the disease and of 
obtaining a more general improvement in social health 
and cleanliness and, even more important, a genuine 
desire for an improving standard of living. Working 
through radio, village communal news-sheets, talks, 
cinemas, and village committees (often containing a 
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member of the Communist Party), the propaganda is 
persistent and all-pervading and is clearly getting results, 
some of which, such as the astonishing control of flies 
and litter, are immediately obvious to the visitor. 

In effect, “this nation-wide campaign, unparalleled 
elsewhere in the world, has brought about great improve- 
ment in personal hygiene and environmental sanitation 
and is instrumental in helping to eliminate conditions 
under -which diseases like schistosomiasis are dis- 
seminated ”’. (Chinese Medical Fournal, 1955.) 

The cooperative effort demanded in such a campaign 
is not limited to the relations between the people and the 
health authorities only. Active help and advice are needed 
in addition from allied services, including agriculture, 
forestry, and water conservancy, for carrying out vital 
operations such as draining, ditching and reclamation of 
low-lying land, especially in potential flood areas. The 
remarkable degree of integrated cooperation already 
achieved, perhaps more easily in China than in non- 
totalitarian countries, augurs well for the future success 
of the whole scheme. 

The Chinese have set as their target the practical con- 
trol of schistosomiasis within twelve years from now. 
Their cooperative enthusiasm, skill, and dedication to 
the task should enable them ‘to achieve this objective. 

During a recent visit to China with a group of doctors 
from the United Kingdom I was fortunate enough to 
see a good deal of the antischistosomal scheme in opera- 
tion and had opportunities to study the disease itself. 
I have set down below some of my impressions and some 
of the information I obtained in the hope that this 
monumental modern struggle against an ancient disease 
will interest and excite you as much as it did me. 

Clinical 

The development of the signs, symptoms, and com- 
plications of S. japonicum schistosomiasis has often 
been described; and, on the whole, most of the advanced 
cases I saw conformed to the expected patterns. There 
were, nevertheless, numerous interesting points which 
were emphasised by our Chinese colleagues. 

EARLY CASES 

It was surprising to find, even in heavily endemic areas, 
patients with relatively recent infections, in whom a single 
short period of exposure to cercariz could be clearly ascertained. 
Many of these early cases had high irregular fever. Some had 
diarrhcea but others experienced no gastrointestinal symptoms 
except anorexia. Tenderness over the right upper half of 
the abdomen was common and in some cases the liver was 
tender and easily palpable one or two fingerbreadths below 
the costal margin. The results of “‘ liver function ” tests were 
usually within normal limits. 

The clinical condition became very severe in some cases 
soon after the onset, with high intermittent or remittent fever, 
a notably enlarged and tender liver, and the development of a 
typhoid-like state. A few developed cough and mild pulmonary 
changes. 

Early cases usually responded well to intravenous potassium 
antimony tartrate therapy. Some, however, developed temporary 
pulmonary lesions during treatment which could be identified 
clinically and radiologically and which resembled in many 
respects those reported in other schistosome infections. The 
clinical picture is familiar to Chinese physicians but is probably 
not so well known elsewhere. It may therefore be of interest 
to summarise an example recently described by Dao Chin and 
others (1956): 

The patient was a 16-year-old boy admitted three months after 
exposure to infection. He had had irregular fever for ten days. 


There was some tenderness in the right upper abdomen, but other- 
wise physical examination, including X-ray of the chest, revealed 


nothing abnormal; S. japonicum ova were found in the stool. The 
fever subsided slowly under potassium antimony tartrate therapy, 
but on the thirty-fourth day of treatment (after a total of 0-96 g. of 
the drug) fever reappeared and the patient developed paroxysms of 
coughing without sputum. There were some rales over the bases of 
the lungs and X-ray of the chest revealed extensive bilateral miliary 
lesions, especially in the lower lung lobes. The patient did not feel 
ill and spontaneous recovery took place after a few days. Six weeks 
later the lesions were still present but clearing. 

The characteristic features of this syndrome, which also 
appears in chronic cases, were the fever and cough developing 
towards the end of antimony therapy, the miliary infiltration 
and patchy consolidations in the lungs, the continued well- 
being of the patient arid the self-limited course. These peculiar 
pulmonary changes are believed to arise from fresh dissemina- 
tion of ova to the lungs or from allergic activation of existing 
circumoval lesions. 

The severe pulmonary complications which occur in late 
S. mansoni infections and lead to cor pulmonale seem to be 
rare in S. japonicum infections even in cases with extensive 
hepatic and splenic involvement. 


COMPLICATIONS 

Gastrointestinal complications are common in late japonica 
schistosomiasis, The lesions, which include polyposis, 
hypertrophy, and fibrosis of the colon and rectum, are similar 
to those seen in S. mansoni infections. The same is true of the 
liver and spleen involvement. The cases I saw in the Endemic 
Diseases Hospital in Shanghai, for instance, closely resembled 
those distressing examples of late S. mansoni infection so 
common in lower Egypt. 

The abdomen was distended with fluid and the superficial 
collateral venous vessels were very prominent (fig. 1). The 
liver was usually large and firm but occasionally not enlarged. 
The spleen was invariably enlarged, sometimes enormously 
so. There was extensive oedema of the legs and the back. 

In cases associated with fibrotic changes in the liver, portal 
hypertension had developed with extensive abdominal collateral 
circulation. Varicose cesophageal veins could often be 
demonstrated radiologically, but hemorrhage from these 
vessels was apparently relatively infrequent. Severe and 
catastrophic bleeding did sometimes occur, however, usually 
from rupture of varices of the basal gastric veins. 

These advanced signs were found in young to early middle- 
aged adults with long histories of exposure to infection, stretch- 
ing in some cases over many years. Most of the patients were 





Fig. 1—S. japonicum infection with hepatic cirrhosis, portal hyper- 
tension, and ascites. Note the prominent superficial veins. 
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men, probably because of their greater risks of exposure. 
There was no satisfactory information about the relation 
between the development of the complications and the intensity 
of the infection. 

Similar liver damage and fibrosis with ascites and portal 
hypertension and enormous enlargement of the spleen occur 
in older children, sometimes associated with pronounced 
dwarfism and retardation of sexual development. Dwarfs 
of this sort were in evidence in several of the rural treatment 
centres I visited in the highly endemic areas. Some had shown 
considerable improvement with antimonial treatment. 

The pathogenesis of liver lesions is still not fully under- 
stood, but the indications are that egg deposition plays a more 
significant part than the presence of the adult worms. Thus, 
bisexual infections in mice and rabbits have been shown to 
produce much more severe pathological liver changes than 
unisexual infections, and intrahepatic injection of eggs more 
serious effects than injection of adult worm extracts, including 
infiltration of the connective tissue of the portal tracts and 
periphlebitis of the portal venules. Changes in the vascular 
pattern of the portal tracts such as described by Bogliolo 
(1957) in human S. mansoni infections have not been recorded. 


THERAPY 

No entirely satisfactory chemotherapeutic agent with 
suitably low toxicity and high efficiency has yet been 
discovered. 

There is general agreement that the best results are 
obtained by the parenteral administration of trivalent 
antimonial compounds, of which potassium and sodium 
antimony tartrate are considered the most effective and 
are most commonly used. These drugs are toxic and 
serious side-effects may develop even with carefully 
graded dosage. The therapeutic activity and toxicity 
of a given course of treatment have been found to run 
parallel to the amount of antimony administered. Contrary 
to widely held European views, no difference in toxicity 
has been observed between the potassium and the sodium 
salt, the former of which is in general use. 

Certain other antimonials, such as antimony gluconates, 
citrates, and guanides, are also active against the infection 
but for reasons of expense or toxicity are not favoured 
clinically. 

The results of oral therapy have not been encouraging. 
Potassium antimony tartrate is the only antimonial which 
has been found to have some effect by this route (about 
60%, of its parenteral activity). Lucanthone (‘ Miracil D ’) 
and certain acridine derivatives have been found 
ineffective clinically and experimentally. 

Studies in animal infections have indicated that the 
duration of the infection has little influence on the 
therapeutic effect of potassium antimony tartrate. The 
interruption for a short time of a course of therapy and 
its subsequent completion has no obvious effect unless 
the interval is long. On the other hand, full dosage given 
a long time after an inadequate course is not always 
effective, suggesting the development of some drug 
resistance. 

The necessity for better and safer drugs has led to extensive 
research in which many natural and synthetic compounds 
have been examined either clinically or in laboratory infections 
in mice, rabbits, or dogs. In animal infections the most active 
antimonial has been found to be ammonium antimony 
gluconate; but this compound, which has about the same 
toxicity as potassium antimony tartrate, has not yet come into 
extensive use. Compounds containing mercury, tin, and 


acridine dyes have proved largely ineffective. So have deriva- 
tives of the diaminodiphenoxy-heptanes and hexachlorethane, 
a drug successfully used by the Russians for the treatment of 
opisthorchiasis. 


TREATMENT OF JAPONICUM INFECTIONS 





Total dosage 
L h of course Relapse-rate ¢ 

eg per kg. Method * Pre) 
y-weight) 

1 8 3 doses; one every 60 

ours 
3 12 1 dose every 32 
12 hours | 

7 15 1 dose daily 15 

20 25 Sw - 15 

25 30 1 » ” | 16 


| 
* In the 1-day, 3-day, and 7-day courses the drug was made up as a 1% 
solution in 25-30°, glucose. In the longer courses the glucose was 
sometimes omitted. Each dose was given very slowly. Maximum 
single dose: 20 ml. of 1°, solution. 
+ Techniques described under the section “ Results ”’. 





Chinese native herbs have been tested in laboratory animal 
infections and in in-vitro experiments against artificially 
cultured adult schistosomes. Of some 200 examined, several, 
including the chrysanthemum, have shown some activity. 
Clinical trials of these drugs are being organised mostly in the 
treatment of severely complicated cases. 


Details of Therapy 

Courses of antimonial drugs used in the past have had 
the great drawback of keeping the patient too long from 
his work. Attempts have been made, therefore, to reduce 
the length of treatment to an effective minimum. 
Clinically and experimentally, intensive therapy, such as 
that devised by Alves and Blair, has been found very 
toxic and less effective than longer courses. It has been 
discovered recently, however, that satisfactory results 
can be achieved by reducing the standard twenty to 
twenty-five days’ course of therapy to a week. This 
technique has resulted in a great saving of time and has 
proportionately reduced the immobilisation of the work- 
ing patient to a period he is prepared to accept, thus 
leading to more efficient therapy and fewer relapses. 

Some of the dosage regimes which have been examined 
are detailed in the accompanying table. The figures are 
based on the results of a single experiment carried out 
in hospitals and clinics and involving over 5000 cases of 
active S. japonicum infections. The therapeutic agents 
were potassium or sodium antimony tartrate given intra- 
venously. 

In the field the therapeutic courses most generally used 
now are the seven-day and twenty-day regimes. Presum- 
ably the former will become the standard technique. 


Results 

In the above investigation, stools were examined for 
S. japonicum eggs before, during, and after treatment, by 
hatching and sedimentation methods. In some cases rectal 
biopsy was also performed. With successful treatment eggs 
in the feces became fewer about a forthight after commence- 
ment of therapy and disappeared during the fourth week. 
Early indications of success were the passing of opaque eggs 
which would not hatch, or the hatching of miracidia which 
did not survive beyond a few minutes. In the follow-up, 
groups of three successive stools were examined every three 
months for a year after treatment, 

As will be seen from the table, the very short intensive 
courses were not as effective as the longer lower-dosage 
regimes. Of the cases which relapsed, 70% again passed 
eggs within three months of treatment and 85%, within six 
months. Examination beyond six months revealed only a 
further 3%. The routine follow-up recommended was there- 
fore the examination of three successive stools at three and at 
six months after treatment, or, as a minimum requirement, 
at six months, “ Cure ” was defined for practical purposes as 
being egg-free after twelve months. It is realised, of course, 
that this may not be an adequate definition in some cases but 
it is believed to cover most. 
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Side-effects of Potassium or Sodium Antimony Tartrate 

Immediate toxic effects are often severe and occasional 
deaths occur. 

In the one-day and three-day intensive courses side-effects 
were notable. Severe anorexia developed early and nausea 
and vomiting were common. A short period of dry coughing 
frequently appeared during the injection of the drug or 
immediately afterwards. 

In the seven-day course, there was often pronounced anorexia 
and nausea and vomiting which appeared about the third 
day and persisted until the finish of the treatment. Coughing 
was usual. 

In the longer courses, in which the dosage was built up 
more slowly, similar toxic effects developed and reached 
their maximum about the eighth day. Side-effects were less 
common and less severe in patients under 16 years of age. 

Similar immediate toxic effects were prominent with all 
the other active antimonial compounds tried. Exfoliative 
dermatitis occurred in a few cases in the later stages of 
treatment. 


Treatment of Complications 

Patients in advanced schistosomiasis are treated in general 
hospitals or regional centres. On admission they receive as a 
routine a high-protein diet and appropriate vitamins for a week 
or more while diagnostic procedures are carried out. Cases 
with obvious hepatic involvement are placed on a low-salt 
diet. , 

Certain severe cases, especially in the hepatic group, are 
selected (at their own request) for treatment with Chinese 
herbs, some of which cause watery catharsis with consider- 
able relief of cedema and even of ascites. I was told that cases 
which responded in this way were afterwards given standard 
antimonial treatment, sometimes successfully. So far as I 
could ascertain the clinical use of Chinese remedies for schisto- 
somiasis was at present confined to these complicated cases. 

Portal hypertension, which develops in chronic or frequently 
reinfected cases in early adult or middle age, is regarded as 
the most severe complication. 

Although in such patients ascites is common and often 
severe, paracentesis is rarely practised except for bringing 
essential immediate relief, since it has been found that the 
frequent removal of ascitic fluid often establishes a “* chronic ” 
state in which regular drainage becomes necessary. Attempts 
are made, however, to reduce the fluid by salt-free diets and 
diuretics. 

Hepatic coma and mental symptoms are common. Reduction 
of protein intake sometimes leads to rapid and dramatic 
improvement in such cases. 

Hematemesis and melzna are serious hazards, the former 
arising from rupture of varicosities in the gastric rather than 
cesophageal veins. 

Hepatic disturbances and hypersplenism have been relieved 
by various surgical techniques. Thus, splenectomy has been 
found beneficial in many cases, and is usually followed by full 
courses of antimonials. 

Cross-circulation techniques including splenorenal or porta- 
caval anatomosis and ligature of the hepatic artery have been 
carried out for the relief of portal hypertension. Some cases 
have benefited greatly by these procedures and have lived for 
years after operation. The operative mortality is however 
still high. 

The prognosis of complicated hepatic cases on the whole is 
poor, whatever is done for the immediate relief of symptoms. 
Nevertheless, many of the intermediate cases, even those in 
which severe hemorrhage has occurred, are temporarily 
benefited by treatment. 


DIAGNOSIS 
In early cases the diagnosis depends on the discovery 
of the ova of S. japonicum in the feces or in scrapings or 
biopsy specimens taken during proctoscopy. 
Eggs in faeces.—The ova are revealed by examination of 
stool smears, by stool sedimentation methods or by the hatch- 





ing technique in which a sample of feces is allowed to come 
into contact with water so that miracidia hatch out. Com- 
parative studies of these methods carried out on a very large 
scale have shown that the direct examination of the stool is 
the least, and the hatching technique the most, reliable. Thus, 
in one study involving over 5000 patients, a single examination 
of the stool by the hatching technique disclosed 1500 more 
positives than the sedimentation technique. 

Examination of successive stools also increases the overall 
chance of finding eggs. For instance, in a group of 980 cases 
in which ten consecutive stools were examined, 480 were 
found positive at the tirst examination and 750 by the seventh. 
Thereafter further examinations revealed very few more 
positives. 

Rectal biopsy.—All clinicians seem agreed that the examina- 
tion of rectal biopsy material considerably increases the chance 
of positive diagnosis even when there are no obvious lesions. 
To facilitate immediate control of accidental haemorrhage 
following biopsy, specimens are taken from tissue not more 
than 6 in. in from the anus. 

Antigens similar to those used for intradermal tests 
are used to determine the presence of complement-fixing 
bodies in the sera of early cases, late cases, and cases at 
various periods after successful treatment. 

With suitable antigens (including the “ liver-ova” antigen 
referred to below) positive reactions are obtained in the 
majority of active infections (85-90%), and in a smaller pro- 
portion of treated cases. False positives are rare, even in cases 
in which other trematode infections were present. The test has 
some prognostic significance. For instance, in a series of exam- 
inations using adult worm protein-fraction as antigen, positive 
reactions were obtained in 15 out of 15 cases tested three 
months after treatment, in 7 out of 9 six months afterwards, 
in 5 out of 11 up to two years afterwards, and in 2 out of 7 
cases examined two to four years afterwards. 

Other successful serological tests which are being studied, 
especially in experimental animal schistosomiasis, include 
precipitin reactions and cercarial (C.H.R.) and miracidial fixa- 
tion. The latter are said to be in some respects more sensitive 
than complement deviation but are not in general diagnostic 
use. 

Diagnosis in Mass Surveys 

Direct stool smear examination, sedimentation, con- 
centration and hatching, rectal biopsy, and serological 
methods are all unsuitable for large-scale surveys. In 
the last few years therefore much attention has been 
directed to the study of intradermal antibody-antigen 
reactions in all stages of the infection before and after 
treatment. Most extensive research has been carried out 
by Chung (1956) and others, for instance, on the activity 
of antigens made from adult worms of either sex, from 
extracts of polysaccharide and protein fractions of adults, 
from eggs, miracidia, cercariz, and from snails. These 
workers recently prepared from the livers of laboratory- 
infected rabbits a powerful antigen which has been 
mass-produced and used in screening the population of 
something like 60 million believed to be at risk to 
schistosomiasis. 

The Chung antigen is prepared as follows : 

Rabbits are infected with cercarie, and are killed six to ten weeks 
later. The livers, which are filled with pseudotubercles containing 
ova, are homogenised after removal of adult worms, and dried. A 
1% saline extract of this material is made up with 1 in 10,000 parts 
of ethyl mercuric thiosalicylate as a preservative, and can be stored 
in the cold for several months without loss of activity. 

The skin test is carried out by the intradermal injection of 
0-1 ml. of antigen diluted to 1 in 1000 or 1 in 2000. The 
control is an intradermal injection of 0-1 ml. of saline containing 
the same quantity of preservative. Readings are made about 
fifteen minutes after the injection. A positive reaction is 
shown by the appearance of a weal with pseudopodia, sur- 
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rounded by a zone of erythema. The reactions subside after 
an hour. 

The diagnostic value of this skin reaction in individual cases 
is limited by cross-reactions which may arise in infections with 
other trematodes, notably paragonimus, clonorchis, and 
fasciola (from the adults of which active antigens may also be 
made). To some extent this difficulty may be overcome by 
determining the reactions of the skin to increasing dilutions 
of the several specific antigens until the point is reached at 
which the reaction to the schistosome antigen remains positive 
and that to the others has become negative. In mass surveys 
in areas where the distribution of the other flukes is approx- 
imately known, however, a positive specific intradermal reac- 
tion to the schistosomal antigen is reasonably considered 
significant. 

The results of intradermal reactions to the liver-ova antigen 
correspond to those of complement-fixation reactions with the 
same antigen, in that positives occur in a very high proportion 
of active infections and are progressively fewer after treatment. 
Similar results so far as intradermal reactions to specific 
antigen are concerned have been reported in Schistosoma 
haematobium infections by Sherif (1956) and others, but Oliver- 
Gonsalez (1954) observed the reverse with a S. mansoni egg 
antigen. Chung suggests that the Chinese antigen owes some 
of its activity to the liver tissue from which it is prepared. 


Methods and Technique of Schistosomiasis Control 
FACES AND SCHISTOSOMAL EGGS 

In the campaign against schistosomiasis emphasis is 
being laid particularly upon limiting the dissemination 
of infective eggs by controlling promiscuous defzcation 
and by storage of feces for up to a week before use in the 
fields, in order to allow the ammonia generated to destroy 
the ova, which might otherwise survive for several months. 
The cooperation of the people has been sought by 
propaganda expounding the social and sanitary advantages 
of fecal control and by official payment for night-soil, 
pro rata, according to age(? on a basis of weight for 
weight). 

In most villages and cooperatives today, each family has its 
own collecting-pots which are emptied daily into common 
earthenware tanks in the village compound. The communal 
pots are sealed when full and the contents are removed after 
the requisite time and transferred to open tanks in the fields 
for immediate use. The collection of feces in this way, together 
with subsequent properly supervised washing of individual 
family and community vessels, avoids one of the principal 
dangers of the past, when washing of night-soil containers in 
the ditches and canals was a common means of spreading the 
infection to the local snails. 

The dissemination of infection by human feces is 
being brought under control in this way, but a major 
problem still needing a solution is the conservation of 
animal feces. 

This is particularly so in domestic animals which have been 
shown to be a dangerous source of infective eggs, especially 
cows and the ubiquitous water-buffaloes, which wallow in 
every irrigation ditch (the main unsavoury homes of the 
intermediate host). Moreover, some animals, including the 
coprophagous pigs, easily become infected and pass eggs in the 
faeces, or are capable, like dogs, of passing viable ova after eating 
infected material. Since the water-buffalo is the most important 
of all domestic animals, its susceptibility to infection is of 
primary significance and has to be taken into account in the 
control of schistosomiasis. Medical and veterinary workers are 
collaborating to find practical means of reducing such animal 
infection and controlling the dissemination of suspect feces. 


CONTROL OF SNAILS AND CERCARIA 
The prevailing methods used for killing snails are 
based on the results of years of concentrated research 
which have been going on in the field and laboratories, 


such as those of the Shanghai Institute of Parasitology, 
where the bionomics of oncomelania from all parts of the 
country have been studied, and their reactions to various 
physical and chemical environments examined. 

Infection of Snails 

The breeding habits of oncomelania have been carefully 
watched with a view to finding biological techniques for limiting 
the snail population in the field. It has been found that mating 
takes place through the year but is at a minimum in the spring 
and early summer and at a maximum in the early winter. 
Hibernation starts in the autumn. Egglaying and hatching 
also go on throughout the year, but the latter is slowed by cold. 
In the laboratory the adult snail develops in about six months. 

Snails are most numerous in wet, moist soil near water and 
thick grass. The population is densest in irrigation ditches and 
becomes progressively thinner along the banks of rivers and 
canals, in rice-beds, and in the paddy fields. Isolated pools of 
water are less important breeding-grounds. The mortality- 
rate of uninfecicd snails in the field does not change much 
with the seasons but that of infected snails increases in the 
summer and decreases in the early winter. The mortality of 
both is higher in dry conditions. 

The activity of snails has been studied under many circum- 
stances. They are most active at night and crawl at a rate of 
about 3 metres in a month. They are found on land mostly 
within 1'/, metres of the water surface, fluctuations in the 
level of which appear to make little difference. 

Naturally infected snails are found throughout the year; 
the highest infection-rate is in August-September. Using 
cercarie from rabbit-liver ova, laboratory infection can be 
achieved in about 60°, of many local strains of oncomelania 
at temperatures of 21 to 36°C, but there is some variability in 
the susceptibility of snails collected from different districts in 
the endemic area. Cold conditions very considerably reduce the 
infection-rate. Planorbiid and other genera so far examined 
have not been infected. 

Anticercarial Measures 

Cercarial discharge from snails occurs earlier after infection 
in a hot environment than in the cold. Snails may remain 
infected and capable of discharging cercarie for over two and 
a half years. 

Cercarie from captive or naturally infected snails remain 
infective for up to three days when suspended in water, 
provided the temperature is low. There is no difference in 
infectivity towards mice amongst cercariz collected at various 
times of the year under natural or laboratory conditions. 

Although human infection most commonly takes place 
as the result of 
penetration of 
cercarie through 
skin exposed to 
the water of can- 
als and irrigation 
ditches (fig. 2), 
it can also occur 
through contact 
with minute 
droplets. Dew- 
drops in some 
paddy fields have 
been found to 
be charged 
with active infec- 
tive cercarie in 
very large num- 
bers. It is not 
yet known how 
significant this 
path of infection 
is, but it clearly 








Fig. 2—Exposure to cercarie in canal water. 
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has to be considered in attempts to limit the spread of 
infection, particularly in local areas in which human or 
animal defecation has not yet been adequately controlled. 

The destruction of cercarie and the prevention of their 
penetration through the skin have been studied by means of 
various chemical techniques and the use of protective clothing. 
Under standard experimental conditions in which the shaven 
bellies of white mice are exposed to water containing known 
numbers of cercariz, over a hundred test substances, including 
native herbs, have been examined by applications to the animal 
skin of oils, ointments, infusions and solutions. Mixtures 
containing Tung oil have been found effective in protecting 
mice and have been used in the field in the form of repeated 
applications to exposed areas of skin. Many substances which 
kill snails have also some antimiracidial and anticercarial 
effect. Such methods may have some temporary value but are 
regarded only as palliative. 

Chemical Control of Snails 

The toxic action of many substances in the form of 
solutions, emulsions and powders has been studied, 
including copper sulphate, paris green, calcium arsenate 
and arsenite, calcium cyanamide and superphosphate, 
wintergreen oil, and phenol. 

Copper sulphate is a good molluscicide in a dilution of 50 
parts per million, at which concentration most of the others 
are ineffective. The copper salt is expensive, however, and 

. 





Fig. 3—Ditch spraying with calcium arsenate. 


relatively inactive when mixed with mud or dirty river-water. 
The compounds most commonly used on a big scale are paris 
green and calcium arsenate (or arsenite). The former is effec- 
tive but slow as a spray in concentrations of 9°0 g. per square 
metre but is unfortunately 
harmful to animals and rice 
crops. The latter is freely used 
as a spray in concentrations of 
6 to 12 g. per square metre in 
areas away from livestock or 
humans. 

Synthetics such as dicophane 
(D.D.T.), gammabenzene hydro- 
chloride dimethylphthallate and 
sodium pentachlorophenate, 
and substitute phenols, such as 
sodium tetrachlorophenate and 
diethylparanitropheny] thio- 
phosphate (E.605) have also 
been examined. Of these the 
latter group are most active 
molluscicides, but some of them 
are unfortunately extremely 
toxic to fish and are ineffective 
in the cold; their activity is not- 
ably reduced by contact with 


mud or dirty 
water. 

Nearly six hun- 
dred Chinese 
herbs have been 
tested, of which 
fewer than twenty 
have any appreci- 
able molluscicidal 
effect in concen- 
trations of 1% or 
lower. For ex- 
ample, infusions 
and oil emulsions 
of croton have 
been proved suc- 
cessful under lab- 
oratory conditions 
but considerably 
less so in the field. 
So far no indi- 
genous drug has 
been found eco- 
nomically satisfactory for use on a large scale. 

Physical Methods of Killing Snails 

During the summer large numbers of snails are found 
on land within 11/,-2 metres from the water line. Spraying, 
burning, and scalding of this area are all effective 
killing measures and are widely used in villages 
and other occupied regions. The cheaper tech- 
nique of spraying with poisonous chemicals, such 
as calcium arsenate, is restricted to the ditches and 
canals in the fields (fig. 3). 

The burning of the grass on the banks of small 
creeks and ditches is carried out by means of portable 
petrol flame-throwers carried on the shoulders or on 
wheelbarrows. The banks of larger canals and streams 
are scorched by flame-throwers mounted on punts, 
and burning carbon monoxide gas made on the spot 
(figs. 4 and 5). This process is slow but effective, as 
I could see for myself when I joined the hordes of 
village children picking up roasted snails in the wake 
of the operators. 

Snails embedded in mud are not destroyed by 
burning or spraying and have to be killed by other 
means, the best of which is some form of ditching. 

Snails are normally concentrated within 10 cm. of the 
surface of the mud near the water level; if they become buried 
deeper they suffocate. Farmers are therefore encouraged in 
the winter months to concentrate on the time-honoured better- 





Fig. 4— Using a petrol flame-thrower on 
the banks of ditches. 
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ment of their canals and ditches by manually removing and 
burying the snail-containing mud. In this way the banks of 
waterways are cleared yearly of weeds and the ditch beds are 
deepened or replaced. A recent field experiment showed that 
the more thorough process of filling in the old ditches and 
digging new ones was the most effective and accounted for 
almost all the snails buried in the mud. The simpler process of 
clearing overhanging grass and covering one side of the ditch 
with soil from the other is less effective, but removal of the 
superficial layers of earth from both sides and storage or burial 
of this material is a highly efficient technique, 70% of the 
snails dying within a month and 98%, in three months. 

Simple methods of this kind are now being used on a large 
scale, especially during the winter, after the killing of active 
snails in the summer by means of burning or spraying. The 
effectiveness of these procedures was demonstrated recently in 
one experimental area in which the population of snails was 
reduced by 98%, twelve months after treatment (filling in and 
replacement) of 15 km. of ditches. 


Other physical methods of control which have proved 
valuable in appropriate areas are reclamation of “ low 
or flood land by the erection of embankments and the 
subsequent removal of the overgrowing grass’, and in 
some cases the conversion of reclaimed rice fields for the 
growth of other crops. These more extensive operations 
have been completed by the antischistosomal organisa- 


tion in collaboration with other departments and 
Ministries. They illustrate the combined operations 
necessary for the successful outcome of the nation’s 
all-out totalitarian attempt to “ liquidate” the threat 
of schistosomiasis to the future of the new China. 


The combination of burning and spraying plus ditching 
is already having a considerable effect on the population 
numbers of the intermediate host. This, together with 
the mass-treatment campaign which is already in active 
operation, cannot fail greatly to reduce the endemicity 
of schistosomiasis within the afflicted areas. When 
suitable methods for the prevention of infection in the 
domestic-animal reservoirs have been evolved, the 
disease should be brought swiftly under control. 

My thanks are due to my many Chinese friends for valuable help 
and advice. 
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Medicine and the Law 





Jury’s Responsibility in Assessing Diminished 
Responsibility 

Art the trial of a young man on a charge of capital mur- 
der by shooting, one of the defences put forward was that 
he was suffering from diminished responsibility within 
the meaning of section 2(1) of the Homicide Act, 1957. 
Although there was evidence which could have justified 
the jury in finding that it was a case of diminished res- 
ponsibility, it was not such as to compel them to come 
to that finding. According to the evidence the man had 
an intelligence quotient of 110. Copies of section 2(1) 
were handed to the jury so that they could see it, and the 
judge, summing up, read the section to them, told them 
that it was for them to decide whether or not the man 
was suffering from such an abnormality of mind as sub- 
stantially to impair his mental responsibility, and then 
reviewed the evidence on that issue. The jury convicted 
the man, who was sentenced to death. On his appeal it 
was argued for him that the judge should have given the 
jury a direction as to the meaning of the expressions 
** abnormality of mind ’’ and “‘ mental responsibility ’’ in 
the section, and that, since counsel for the prosecution in 
his speech to the jury had submitted that “‘ abnormality 
of mind ”’ was limited to a deficiency of intelligence and 
that certain conditions of which evidence had been given 
—emotional instability, temperamental instability, psycho- 
pathic personality, gross personality disorder, immature 
personality, and abnormality of control of the emotions— 
could not come within the expression, the judge should 
have ruled upon those submissions. For the convicted 
man it was contended that “‘ abnormality of mind ”’ was 
not equated with deficiency of intelligence but that a per- 
son suffering from those conditions and unable to control 
his emotions came within the section. 


The Lorp CHIEF JUSTICE, giving the judgment of the 
court, said that a judge could do no more than call the 


attention of the jury to the exact terms of the section 
which Parliament had enacted and leave them to say 
whether upon the evidence they found that the case came 
within the section or not. 

When Parliament had defined a particular state of things, as 
they had defined what was to amount to diminished respon- 
sibility, it was not for judges to attempt to define or redefine 
the definition. It was a question of fact in any particular case 
for the jury to decide. The conception of diminished respon- 
sibility was borrowed from the Scottish common law which 
recognised that a man might be not quite insane but a border- 
line case and that that was the sort of thing which amounted 
to diminished responsibility. Where a defence of insanity was 
set up it had always been for the jury to find whether or not 
there was a disease of the mind and that could only be found 
by listening to the medical evidence and the facts of the case 
and coming to the conclusion whether what the defendant did 
was the act of a sane or an insane man. So here all that could 
be done was to read the section to the jury and say “ these are 
the tests which Parliament has said are to be applied. You are 
to consider whether the defendant has abnormality of mind” 
—and his Lordship did not know how that was to be defined 
because it was very difficult to say what was a normal person 
—‘“‘ whether arising from a condition of arrested or retarded 
development of mind or any inherent cause or induced by 
disease or injury. If you find any of those matters in the evi- 
dence, you may find a verdict of manslaughter and not of 
murder ”’, 

In English law the expression “‘ What would be the 
act of a reasonable man?’’ was very common, but his 
Lordship did not know of any definition of a reasonable 
man, The jury had to decide for themselves whether the 
action in question was the action of what they would call 
a reasonable man and so here the matter was entirely one 
for the jury. The judge had put the case in the only way 
it could be put and it was not his duty to enter into meta- 
physical and philosophical distinctions between intellect 
and emotion. The appeal was dismissed. 


REGINA v. SpriGGs. Court of Criminal Appeal: Lord Goddard, C.J. 
Swanwick, Q.c., and 


Hilbery and Salmon, 7.7. Jan. 14, 1957. d 
. Demme (registrar, of Criminal Appeal); R. K. Brown (Direc- 
tor of Public Prosecutions). 


J. F. Lams 


Barrister-at-law. 
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In England Now 


A Running Commentary by Peripatetic Correspondents 





ALTHOUGH we always say what we mean, we do not invariably 
mean all that we say; but on this occasion it is with no negative 
reservations that we welcome the appearance of a new journal, 
the Fournal of Negative Results (F. neg. Res.), and hail it with 
the freshly minted phrase that it “ fulfils a long-felt need ”’. 
Indeed, so much material is awaiting publication in this field 
that the editorial board have adopted a strict policy; for the 
time being, papers are only accepted if statistical analysis of 
the results gives P > 0-9. Later, the editors hope to be able 
to include papers whose results are statistically significant, but 
are otherwise meaningless. 

For the opening number the editors have secured a dis- 
tinguished panel of contributors, but diffidence in face of the 
laws of libel forbids us to mention their names. The papers 
include an interesting historical article on Medicine in Laputa, 
and there is an essay on the negation of negation. The journal 
has the distinguished format which we have come to expect 
from the Erewhon University Press, but we hope that in future 
issues the blank cover will be replaced by something more 
misleading. The motto of the new journal is taken from 
Faust—“ Ich bin der Geist, der stets verneint.”” We wish the 
editors well in their new venture, and hope to assist them with 
papers from time to time. 

- * * 

We had known for some timé that the Royal Ontario 
Museum in Toronto was putting on one of the largest exhibi- 
tions of English silver ever assembled and that it was being 
opened by the Governor General. This made the opening a 
social as well as.a cultural highlight, and 1500 of the Best 
People were invited. But, of course, in a population of only 
16 million it is not really selective to be one of the 1500, 
and so 300 of the Very Best People had been asked to dinner 
before the opening. But 300 is such a crowd, so 40 of the 
Really Very Best People were going to a cocktail party before 
the dinner before the opening. The big problem was how to 
face my friends on Monday because I had not been invited 
even to the opening, and some of them might be one, two, 
or even three up. In a flash of genius I got myself admitted 
on the previous Friday, to the press showing (on the grounds 
of being a Lancet Peripat). 

The press show was rather like going to see a film star in his 
dressing-room, because the display had not yet been completed. 
There were great hunks of silver lying about all over the place, 
and knee-deep in candlesticks, mirrors, sauce-boats, and 
salvers there were policemen with guns. They looked a little 
sheepish; it did seem pedantic to guard the stuff when the 
museum staff were continually casually mislaying objects 
worth a hundred thousand dollars. Also around the place, 
among my temporary press colleagues, were the art critics who 
had been reading that Penguin book about silver. This gave 
them the chance to say “ surely that’s a trifid spoon?” The 
label confirmed this, but it plunged me into humiliation. I 
did not know that one ate trifids with a spoon. Ah, here is 
a trifid fork. So next time I am offered trifids at a banquet 
I shall nonchalantly pick up a spoon and fork, and not use a 
knife—if I can find out in the meantime how to recognise trifids. 

I found that many of the still open display cases contained 
notes pencilled on paper to show where the pieces were to go. 
Here is one that says “‘ the good one”’. That is the height of 
patronage, it seems to me. Here is a solid silver picnic set, 
of all things, made in 1680, with knife, fork, spoon, condiment 
box, and nutmeg-grater. There are 13th-century spoons with 
no nonsense about them and rococo work with a lot of non- 
sense; graceful sauce-boats and curly salt-cellars; the Everest 
cup and the Coronation cup. There is a silver bathtub and 
an aspidistra pot, both labelled as wine-cisterns. 

By now I was getting pretty blasé about silver and was 
baffled rather than impressed by a mirror belonging to the 
Duke of Brunswick. This is about as big as a bus, with 3-p 
coats of arms all over and a couple of silver chairs to match. 


Another pencilled instruction catches my eye. “Put the 
art nouveau thing here.” That makes my day. “ The art 
nouveau thing”’—so casual, with a hint of knowing what 
art nouveau is. I’m all set for Monday now. “ Oh, are you 
going to the opening tonight? I saw the show last week— 
you really must look out for a rather nice art nouveau thing 
they have there... .” 
* * * 

My two-year-old was lying in his bath and probably for the 
first time his eye fell on his umbilicus. There was a horrified 
expression in his eye and he called out, ““ Mummy, Mummy! 
Look! Hole! Mend!” 

* * a 

The lumbago-sciatic shooting now being open ' we can look 
forward to some smart exchanges, for the subject has long 
been controversial. Even in Shakespeare’s time the widest 
extremes of view were evidently held. The ‘remark of the 
Ist Gent. to Bawd “ How now! Which of your hips has the 
most profound sciatica ?”? (Measure for Measure) shows the 
ribald back-slapping approach as opposed to Sycorax’s serious 
and intensive treatment of Ariel by twelve years manipulation 
in a cloven pine without anesthetic (Tempest). Rigorous 
though this regime may have been, it undoubtedly restored 
the patient the full use of his exceptional mobility. 

- * ” 

THEBES 

It was evening when we reached the village, 
After the long drive over hot, dusty plains. 
There, still sharing some needs with ancient wayfarers, 
We stopped for bread and water, 
So learned by accident, believing it many miles distant, 
That this was Thebes. 
Could this be Thebes, a city of kings ? 
We might have known, out on the plain 
Where corn ripened and the kites and vultures scavenged 
And pitiless heat beat down, 
That there was the inevitable setting 
For Antigone. Almost we passed her, 
Still pitifully scraping a grave for her dead brother. 
Out there nothing has changed. 
But here in the streets, who remembers doomed CEdipus ? 
Who has even heard of successful Creon ? 
Yet this was, this is Thebes. 
Here now, here ever, 
Left by the long singe ebbing tide of history and myth and 


> 

The grey-haired elders, the perennial chorus, 

Sit sipping their drinks, savouring the flavour of life and com- 
menting on it 

At small tin tables on the shady side of the street. 

There are locked, rusty gates nearby (the elders will direct a 
pilgrim) 

Where carved, broken stones, 

Mortal relics of an immortal past, 

Lie in a sleepy garden. 

Petunias and hollyhocks and flowering trees 

Wave them a careless tribute of royal colours. 

Heroes and lovers, human or sired by gods or dreamed by 
poets, 

Sleep alike their long sleep 

While hawks and doves nest neighbouring among crumbling 
masonry. 

To this garden we came, rare visitors. 

The custodian, shrunken, wrinkled, brown, 

Unordained priest of a self-consecrated shrine, 

Welcomed us, stroked a stone lion for us, 

Intoned the names of the muses, spelt out caressingly 

A little tombstone of much loved Demetrius. 

He gave us each on parting a rose and a sprig of mint, 

But these we lost, and now have nothing left of Thebes 

Except the ghost of a perfume and a memory. . 


1. Lancet, Jan. 4, 1958, p. 20; Jan. 11, 1958, p. 107. 
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Letters to the Editor 





THE “LADDER” 


Sir,—In giving evidence before the Royal Commission 
last week I wanted to put in a word for senior registrars 
who by their energy and intelligence had climbed the 
ladder at their medical schools, only to find too often that 
it led nowhere. 

Let me explain what I mean by this ladder. The 
ambitious boy who enters a medical school singles him- 
self out by winning prizes in the annual class examina- 
tions, and later by obtaining honours or perhaps a gold 
medal in university examinations. After qualifying he 
must compete for a series of posts, and all the time the 
competition grows fiercer. Indeed he may be eliminated 
before he is ready to take the last hurdle, that of senior 
registrar, because he has failed in the examinations for the 
higher degrees. In this manner, from the survivors of 
this cut-throat struggle, the hospital staff is elected. And 
the young consultant so chosen is now singularly efficient, 
not only on account of the severity of the competition but 
also because he has gone through a period of intensive 
training, which often extends, according to the Royal 
College of Physicians, over a period of ten, fifteen, or 
even twenty years after qualifying. In this way he has 
accumulated a store of knowledge and experience which 
gives him a great pull over those who have not had the 
advantage of this discipline. 

But will this last ? Material rewards are of course not 
the only incentive, but in the past the incomes enjoyed by 
men who weresuccessfulin consulting practice led students 
at the top of their year to attempt to climb this ladder. But 
these inducements have been whittled away and if these men 
can no longer look forward to an adequate reward for 
their labours, they may plan their lives differently. They 
know that now they will have to face long years of training 
after they have qualified, years of comparative penury, 
years of uncertainty, because in the end success is far 
from assured. And they know too that in the event of 
failure no alternative career in general practice may then 
be open to them at their age. The waiting years have been 
unduly drawn out, and the disparity between the number 
of consultant vacancies and the number of senior regis- 
trars competing for them is such that men are beginning 
to ask “‘Is the game worth the candle ?”’ Already there 
has been a sharp fall, both in London and in the Provinces, 
in the number of applicants for the post of registrar. The 
writing is on the wall for those who can read. 

I had hoped that if I could describe accurately the means 
used by hospitals to sift candidates for election to their 
staffs I might be able to convince the members of the 
Royal Commission that the senior registrar who had 
emerged successfully from this ordeal ought not to be 
thrown lightly on the scrap-heap, that his achievement 
was worthy of some reward. Moreover while I was 
speaking of the senior registrar I had at the back of my 
mind the whole question of consultant recruiting. Alas 
I was met only by doubt whether there was in fact any 
such ladder, that all men in our calling are equal. If I had 
been wise I should have left it there. Others in good time 
would have taken up the task of explaining how the con- 
sultant ranks are recruited. But in the quick exchanges 
that followed I allowed myself to be drawn outside my 
argument. I was asked in effect whether I considered the 
consultant a person apart, and only then did I tumble to 


the fact that my arguments for rewarding the man when 
he had climbed the ladder had been taken as critical and 
even derogatory of those who had never even made the 
attempt. I protested. I spoke of the “very high standard” 
of general practice as I had known it and of the “extreme 
ability” of many practitioners in my own experience. 
But the damage was done. 

I was dean of a medical school throughout the twenty- 
five years I was on the hospital staff, with the exception of 
a few months in 1920, and it was my custom to spend 
about three-quarters of my day among my students. 
I was completely engrossed in them as individuals, in 
their plans for the future, in their hopes and fears. And 
I like to think that there existed between us mutual 
respect and even affection; certainly on my part there has 
been an enduring regard for their solid worth and good 
sense. The overwhelming majority became general 
practitioners and I should be sorry if any of them were 
led to believe by the enterprise of the Press that I have 
changed and admire no longer the fine job they have made 
of their lives of service. 

London, W.1. 


DEATH FROM POSTMATURITY OR INDUCTION 
OF LABOUR? 


S1r,—Mr. Gibberd (Jan. 11) rightly points out that 
present methods of inducing labour are not entirely free 
from danger. However, experience does not support his 
suggestion that the dangers of induction outweigh those of 
postmaturity in uncomplicated cases. In a group where 
the dangers of postmaturity are relatively great (primi- 
gravide aged 25 or over) we adopted in 1953 a policy of 
routine induction in the 42nd week and began to use 
cesarean section more freely, particularly if there are 
signs of foetal distress, especially meconium in the liquor 
amnii. This policy has been very successful in producing 
a marked reduction of perinatal mortality. Dr. Elizabeth 
Turnbull and I have published the relevant data 
elsewhere. ' 

Midwifery Department, 

University of Aberdeen. 

S1r,—I would like to present figures from the Obstetric 
Unit, University College Hospital, for comparison with 
those of Mr. Gibberd. 

From 1952 to 1957 inclusive 386 patients (240 primi- 
gravidz) were induced for postmaturity, mostly close to 
the 42nd week of gestation. There were 20 cesarean 
sections. There were no deaths in this series attributable 
to the induction or to anoxia or asphyxia. 3 deaths which 
occurred were: 

1952. Stillbirth, weight 7 lb. 3 oz., 42 weeks. Low amni- 
otomy revealed meconium. Feetal distress developed 11 hours 
later and the foetus was delivered by czsarean section but 
failed to breathe. Necropsy showed: nutmeg liver, cystic 
adrenals, and a pheochromocytoma. The mother, a primi- 
gravida, had rubella in early pregnancy and positive Wasser- 
mann and Kahn reactions. 

1956. Neonatal death. Mother primigravida 2'/, weeks 
postmature. Induction-delivery interval 98 hours, labour 
20 hours. Difficult forceps delivery, baby died 3 hours later. 
Bilateral tentorial tear attributed to difficult labour and delivery 
of postmature foetus with hard and unmouldable skull. 

1956. Neonatal death, at 23 hours from pneumonia. Induc- 
tion-delivery interval 68 hours. Oxytocin infusion for 42 
hours, forceps delivery. This patient was not given antibiotic 
cover after the induction, and the pneumonia from which the 
foetus died may have been contracted in utero. 


MORAN. 


DuGALp Barrp. 





“1. Brit. med. J. 1957, ii, 1021. 
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Factors which make the induction of labour safe for 
the postmature foetus would seem to include: 

1. Routine antibiotic treatment for the mother from the day 
after induction until delivery.' 

2. Induction by low, in preference to high, amniotomy. 

3. Not delaying induction beyond the 42nd week. 

4. The use of oxytocin (not ‘ Pituitrin’) intravenous in- 
fusion (not frequent small injections), with a tocodynamo- 
meter to assess the uterine response so that the infusion-rate 
can be suitably adjusted, to supplement or proceed amniotomy 
in all patients for whom the oxytocin-sensitivity test indicates 
that the uterus is insufficiently irritable to respond to amnio- 
tomy alone. Sad 

5. Giving attention to early signs of foetal distress and not 
allowing the labour or induction to be prolonged if there is 
meconium or abnormal slowing of the foetal heart-rate. This 
entails 4-hourly observations on the foetal heart—’/,-hourly if 
the maternal blood-pressure is raised, and */,-hourly during 
oxytocin-infusion treatment.? 

These figures show that induction can be a safe and 
life-saving procedure by avoiding excessive postmaturity. 
It can save more lives than Mr. Gibberd gives even the 
perfect method credit for. This may be because these 
babies have an average weight in the 8 lb. region and 
good ability to survive provided they are saved from 
prolonged anoxia and the dangérs of a difficult delivery.* 
In his opening sentence Mr. Gibberd postulates anoxia 
as the basis of foetal death in postmaturity. Is it not 
possible that size and rigidity of the head could increase 
the danger of delivery too ? 


University College Hospital, 
London, W.C.1. C. N. SMYTH. 


Str,—Mr. Gibberd’s paper advances our knowledge 
regarding the management of postmaturity. In trying to 
gain a familiarity with the problem I examined some 
11,000 consecutive case-records. I found that the still- 
birth-rate rose steadily from 1-47% in patients delivered 
at the 40th week, to 9-3% when pregnancy had lasted 
44 weeks or more. In this latter group asphyxia was a 
possible cause of almost 80% of the stillbirths. In half of 
these cases, however, death did not take place until 
labour had lasted more than 48 hours; and it may be 
argued that prolonged labour rather than postmaturity 
per se was the cause of the asphyxia, and further that the 
cause of death in some of these may well have been 
intrauterine infection of the foetus and not asphyxia at all. 

By a less lucid reasoning than that of Mr. Gibberd 
I arrived at a similar answer—namely, that wholesale 
surgical induction of labour could not be expected to 
solve the problem. I feel, however, that greater emphasis 
might be placed on the point that it is in the very group 
of patients we are trying to treat that induction is most 
likely to be unsatisfactory and dangerous. 

If, for example, we knew at the 41st week that, in the absence 
of interference, labour in a particular case would not begin for 
another 3 weeks, and if we made some attempt to explain why 
this should be so, we might suggest a mechanical reason such 
as malpresentation or disproportion, or we might say the 
cause was humoral in nature, or we might simply say that the 
uterus was not yet ready for action. In any case we might 
hesitate before rupturing the membranes since in such a patient 
we would not be surprised to find that labour was delayed in 
onset and inert in character. There is a considerably increased 
incidence of prolonged labour in postmature cases, and I believe 


rey Bound, J. P., Butler, N. R., Spector, W. G. Brit. med. J. 1956, ii, 1191, 





2. Ot” J. G., Martin, J. D. ¥. Obstet. Gynec., Brit. Emp. 1957, 


3. Karn, M. N., Penrose, L. S. Ann. Eugen., Lond. 1951, 16, 147. 


the relationship to be one of common cause rather than of 
cause and effect. The common cause may be mechanical or 
it may be humoral. 

When, to this contention, is added the consideration that it 
is not possible to preselect these cases, so that the operation 
must be performed unnecessarily in hundreds of others, the 
argument against induction of labour seems to be a strong one. 


Cesarean section may well be the key to the problem; 
and if we could find a means of detecting the diminishing 
oxygen reserve of the foetus before the onset of actual 
asphyxia, its value would be immeasurably the greater in 
that it would then be neither too often employed nor too 
long withheld. 

Nottingham. J. M. GATE. 

Sir,—I was interested in Mr. Gibberd’s article. 
Is it not fairer to say, however, that the choice is not 
quite so clear as his title suggests? Most infants 
that are lost from postmaturity are lost, if the mother is 
not induced, by anoxia, and die, as Mr. Gibberd points 
out, before, during, or immediately after labour. But if 
the mother is induced, although induction is a hazard, 
the cause of death is still anoxia in most cases. So the 
real choice is between death from postmaturity and death 
from postmaturity plus induction, the induction being a 
factor but not, necessarily, the main hazard. 


In our department we have practised surgical induction as 
a fairly rigid routine when the pregnancy has gone 14 days 
past the expected date as far as we can possibly judge. During 
the past five, years (1952-56) 607 consecutive surgical inductions 
have thus been done where the indication was simply term 
plus 14 and no other possible factor requiring induction was 
present. Our total foetal loss, both of stillbirths and neonatal 
deaths, was 15, but 4 of these had congenital abnormalities 
incompatible with life. So there was a loss of 11 babies—or 
1:8%. All 11 (compare Mr. Gibberd’s table 11) died from 
anoxia. 

Now, granting that surgical induction played some part, 
I nevertheless disagree emphatically with Mr. Gibberd when 
he says that in uncomplicated cases it is, possibly, better to 
avoid the treatment of postmaturity altogether, rather than to 
embark on a rigid policy of prevention. Can a loss of 1:8% 
over a large numberof patients be lowered by those who never 
do a surgical induction for uncomplicated postmaturity ? Mr. 
Gibberd’s figures (table 1) show that at 43 weeks the infant 
loss is 2-8% and at 44 weeks 4-3%. Why should it be assumed 
that these 11 babies would not have perished from anoxia if 
allowed to go on and on in utero until the natural onset of 
labour? We realise that even some of these 11 that we lost 
might have been saved by earlier intervention with a section, 
which is now our practice, according to the merits of the case, 
at the onset of.meconium or the finding of scanty or absent 
liquor, both of which findings are hidden from those who 
have not ruptured the membranes. 


Marston Green, 


INFLUENZAL ENCEPHALITIS 

S1r,—Dr. Dubowitz’s account (Jan. 18) of two cases of 
infective encephalitis recalls a case in my practice. 

On Sept. 20, 1957, a boy, aged 13, fell ill with aching, 
shivering, headache, and stuffiness of the nose. He had no 
cough or pyrexia. By Sept. 26, deafness, due to eustachian 
catarrh, had developed, but there was no evident otitis media. 
While his siblings and mother were in bed with influenzal 
symptoms and his grandmother delirious from influenzal 
bronchopneumonia, he became severely ill with shivering, 
sore throat, weakness of the legs, delirium, headache, vomiting, 
and cough. At no time did I find any signs in his lungs. His 
temperature was 104°F, face and eyes were bright red, and 
meningism was present (stiff neck and straight leg raising only 
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to 30°). His temperature was normal, but he felt as though 
he was rotating, and as though iron bars were lying on his 
legs. He had obvious nystagmus to both sides and past- 
pointing to the right. No cranial nerves were affected. 
Supinator- and triceps-jerks were not obtainable. Biceps- 
jerks and knee-jerks were present and, on reinforcement, 
ankle-jerks. On Oct. 6 meningism was still present; on Oct. 8 
the tongue deviated well to the right; and on Oct. 10 the palate 
deviated to the left. 

I last saw him on Oct. 14 when he was almost well, but still 
showed nystagmus. He was treated symptomatically 
throughout. 


Though pathological tests were not made in this family, 
the general pattern was similar to that in other simul- 
taneous cases in which influenza virus A was found on 
cultivation and by complement-fixation tests. 


Ilford, Essex. R. N. COMPTON SMITH. 


RADIATION HAZARDS IN PELVIMETRY 

S1r,—Dr. Lindsay’s ' letter comes as a timely reminder 
that radiation hazards need not outweigh the advantages 
of cephalopelvimetry, provided that due precautions are 
taken, and his ingenuity in screening appears to be a 
worthy safeguard. 

From an historical standpoint he might have given 
credit to Chassar Moir? (in addition to Blair-Hartley *) 
for emphasising the dangers of the “‘ brim view ” in 1956. 
Indeed, the former should also have special mention for 
being 10 years ahead of his time in this regard by observ- 
ing in 1946 *: 

“There is another objection to the use of the standard 
method (Brim view) . . . the foetal part occupying the uterine 
fundus—normally the breech—receives excessively heavy 
exposure and one which, for all we know, may be harmful to 
the foetus ”’. 


In congratulating Dr. Lindsay I wish that his ingenuity 
could remedy two further hazards of cephalopelvimetry— 
namely, reliance upon radiological predictions of the out- 
come of labour, and the accoucheur who is unable to rely 
upon his radiological interpretations of cephalopelvimetry. 


Department of Gynaecol: 
University of Natal, 


TOBACCO-SMOKING 
S1r,—You clearly disagree (Jan. 4, p. 32) with my use 
of intimidation in curing smoking (though you admit 
that it may be successful) and you regard persuasion as 
the only permissible psychotherapeutic instrument. 


I have often presented the case against the smoking of tobacco 
persuasively and smokers have expressed their agreement 
about the utter undesirability of smoking in such terms as 
“I couldn’t agree with you more”’. Yet not long afterwards 
they have almost invariably lit up! My long ‘experience of 
curing smoking in fact suggests that in a high proportion of 
cases persuasion and reason are not enough; because, where 
his drug is concerned, the addict is not, as a rule, reasonable. 
It is usually necessary to “ get at him ” emotionally as well as 
convince him rationally. Fear is the great protective emotion 
and should surely be utilised to protect the individual from 
lung cancer and other complications of smoking. Is it right 
to withold any highly effective psychotherapeutic agent in the 
intractible and still increasing disease, tobacco-smoking ? 
Some smokers may resent its use, but some smokers even 
resent the putting up of non-smoking notices on a minority 
of railway compartments, judging by the way these are fre- 
quently mutilated. 

1. Lindsey, D. W. Lancet, 1957, ii, 1068. 

2. Moir, J. C. ibid. 1956, ii, 99. 

3. Blair Hartley J. ibid. p. 46. 

4. Moir, J. C. ¥. Obstet. Gynec., Brit. Emp. 1946, 53, 492. 


y and Obstetrics, 


urban. DeERK CRICHTON. 





My problem is usually one of scaring smokers enough to 
cure them. I scrupulously avoid overstatement except pro- 
vocatively, when I try to make this obvious. Over the past 
8 years the public has been given a sporadic series of “ inocu- 
lations ” with inadequate doses of lung-cancer scare. The 
result is that most smokers have acquired such a degree of 
immunity that they are almost unscareable. 


Wallasey, Cheshire. LENNOX JOHNSTON. 


SYRINGES : CLEAN OR STERILE ? 


S1r,—Dr. Jackson (Jan. 18) deserves warm approval 
for having taken so much thought and trouble about his 
syringes. His hospital also is to be congratulated on its 
willingness to cooperate with a general practitioner in his 
attempt to use only sterile syringes in his practice. How- 
ever, when Dr. Jackson says that his syringes inside 
screw-capped metal containers are “‘ autoclaved for me at 
my local hospital” I hope that he does not mean this 
literally. Syringes in such containers will not be sterilised 
by autoclaving but only by baking them in a hot-air oven. 


Department of Bacteriology, 
University of Glasgow. J. W. Howte. 


S1r,—The problem of syringe sterilisation ip general 
practice is a difficult one, and there is no doubt that 
unsterile syringes are frequently used. In spite of this, 
accidents are relatively uncommon. 

The method of sterilisation mentioned by Dr. Jackson 
in which the syringe is assembled, placed in 
a screw-capped metal container, and autoclaved, is not 
really satisfactory. The steam may not penetrate into 
the container and certainly does not reach the plunger of 
the syringe; the heat is not acting for long enough to 
penetrate the container and the syringe-barrel, and the 
plunger is almost certainly not sterilised. 

Syringes should be sterilised in a hot-air oven in 
which they are kept at 160° C for 1 hour. Alternatively 
they can be sterilised by infra-red rays, as recently 
described by Darmady et al. 


Cuckfield Hospital, 


Haywards Heath, Sussex. R. W. P. JOHNSON. 


LONG-TERM TREATMENT WITH 
ADRENOCORTICAL HORMONES 

S1r,—The interesting paper by Dr. Davis and Dr. 
Popert in your issue of Jan. 4, emphasises the dangers of 
reducing or stopping cortisone therapy prior to operation. 
Although cortisone and its analogues have been in general 
use in this country for some years there is still, in the minds 
of many physicians, practitioners, and surgeons, an insuf- 
ficient appreciation of the drastic effects which may follow 
such reduction or cessation. Patients who have been on 
steroid therapy for more than a few days may suffer acute 
exacerbation of their pre-existing condition when it is 
stopped and to this may be added symptoms suggestive of 
adrenocortical exhaustion. For some time we have told 
patients of this danger and warned them against stopping 
therapy without instructions. 

Patients on insulin for diabetes mellitus have known for 
many years the dangers of stopping their treatment in the face 
of infection or gastrointestinal attacks. Nevertheless, they 
still do so occasionally under the impression that if they are 
taking no food, no insulin is required, and these are the cases 
one still sees sent to hospital in diabetic coma or precoma. 

The rheumatoid arthritic when he experiences an acute 
gastrointestinal attack also tends to discontinue all treatment 
until his nausea and vomiting stops and it is again in these 


1. Darmady, E. M., Hughes, K. E. A., Tuke, W. J. . clin. Path. 1957, 
10, 291. See Lancet, 1957, ii, 1155. 
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cases that we see the cortisone withdrawal syndrome in its 
most flamboyant form. 

In our unit we give written instructions to patients and send 
a copy to their practitioners emphasising that steroid therapy 
must not be interrupted and that if the patient cannot take his 
tablets by mouth during an episode of acute gastric enteritis, 
cortisone must be given intramuscularly. Should an opera- 
tion be necessary, dosage of cortisone must be stepped up 
before, during, and after the operation, for surgical operations 
are a form of stress and all forms of stress call for increased 
dosage. We have recently seen cases of peripheral neuritis 
developing after suddenly stopping steroid therapy and several 
severe and even fatal cases of withdrawal syndrome are on 
record as quoted by Dr. Davis and Dr. Popert. 

All this has been well described and emphasised for 
some years but the fact remains that these points are 
perhaps not sufficiently widely appreciated even today, and 
Dr. Davis and Dr. Popert’s article is, therefore, both 
timely and important. 

London, S.W.1. F. DupLey HArT. 
MEDICAL PRACTICE IN A CHANGING SOCIETY 

S1r,—It is with dismay and despair I read Sir Francis 
Fraser pontificating in his article in your issue of Jan. 18. 

Of course, we would like to have a secretary and a 
receptionist to do our non-medical work. Of course, we 
would prefer to improve our standard of care by spending 
more time on fewer patients. How is this to be done when 
we are paid seventeen shillings and sixpence a year for our 
five or six items of service, working out at half a crown or 
three shillings a time ? A plumber who came on a Sunday, 
a few weeks ago, to unblock a drain demanded a pound 
before starting work—a not unreasonable fee—but let 
Sir Francis realise, we are valued by the State at no more 
than one-eighth the worth of a plumber. 

It makes us smart to be told that we must try and do 
better medicine, when we cannot produce a higher stan- 
dard of care unless we are adequately paid to do so. We 
have to pay our rent and our children’s school fees. The 
Government has appointed a Royal Commission, and our 
two-year-old pay claim—the first since 1951—has been 
ignored. The heartbreaking delay has been perpetuated, 
and there seems little likelihood of any pay increase and 


implementation of Sir Francis Fraser’s pious suggestions * 


for a decade or more. 


London, W.2. P. F. KENNISH. 


REGULATION OF BODY TEMPERATURE 


S1r,—I was interested to learn from the recent contri- 
bution of Sir George Pickering (Jan. 4 and 11) that the 
relatively high temperature of the rectum suggests that 
it may be a source of heat production by bacterial 
metabolism in feces. Some evidence of heat generated 
from this source has been found in the temperate. species 
of tortoises which are at present being studied. 


With low environmental temperatures torpidity is induced 
which results in hibernation and it is not of uncommon 
occurrence that specimens with any considerable amount of 
feeces in the upper part of their rectum will after several weeks 
of hibernation awaken although the environmental tempera- 
ture is below that permitting comfortable voluntary activity. 
On the other hand, specimens which have a comparatively 
empty rectum do not usually awaken. Presumably the 
bacterial metabolism which is thermogenic raises the body 
temperature of small individuals to that required for 
voluntary activities. We find that with adult specimens with 
a loaded rectum there is seldom awakening from hibernation, 
as probably it is a greater task to warm a larger body by this 


source. This latter observation suggests that awakening from 
hibernation is not a result of any perineal sensation which 
induces defzcation. 

Unfortunately it has not as yet been possible to record the 
amount of heat evolved by the feces while within the body, 
but it appears that a juvenile specimen hibernating with 
a loaded rectum will, in a period of between four and seven 
weeks, at an external environmental temperature of 11°C, 
have an anal canal temperature 4°C above that of a specimen 
with an empty rectum. This and related problems are to be 
investigated. 

The rapidly changing immediate environmental conditioris 
within the rectum of any animal, including man, will unfor- 
tunately never give a reliable temperature reading for any 
given period. The belief of Mead and Bonmarito ' is that the 
temperature of any region depends on the metabolic activity 
of the region; the temperature and amount of blood flowing 
through the region and the gradients of temperature to sur- 
rounding regions will never allow the rectal temperature to be 
as precise as some have in the past thought. This would apply 
to all parts of the body for there is no organ, tissues, or cells 
which have the same metabolic activity all the time. 


Zoological Society of London, 
eden, HL = Timotuy J. Hunt. 


S1r,—I read with great interest Sir George Pickering’s 
excellent and thought-provoking articles. 

He mentions that “the considerable interval between the 
entry of endogenous pyrogen into the blood-stream and the 
onset of fever suggests the formation of a further intermediate 
substance.”’ “‘ Considerable interval’ is rather vague and I 
wonder what the actual figures were. It is often observed that 
patients have rigors soon after starting intravenous fluids, in 
spite of adequate aseptic precautions; this is in all probability 
an unknown pyrogen reaction. My limited observations of 
treatment with intravenous T.A.B. vaccine, in gradually increas- 
ing doses, suggest that rigors almost always start in 15-30 
minutes or not at all. Is this a considerable interval for the 
formation of an intermediate substance ? 

Victoria Hospital, 

Accrington. 


INFANTILE GASTROENTERITIS 

Sir,—Dr. Librach (Jan. 11) appears to have missed 
the point of our article (Dec. 14). Infantile gastroenteritis 
due to Escherichia coli is a specific disease with known 
high infectivity. Careful bacteriological examination of 
the stools to exclude the known pathogenic serotypes of 
Esch. coli in a case of infantile diarrhoea and vomiting is 
essential before one is entitled to consider the ill-defined 
field of infantile digestive disorders. Our experience 
suggests that many cases which on clinical grounds 
appear to be of the non-infective type actually prove to 
be mild cases of infective gastroenteritis. 

Mild cases of infantile gastroenteritis due to Esch. coli 
treated at home often do well without any antibiotics at 
all. In hospital the problem is somewhat different and 
the need for treatment of proved cases falls into three 
categories: 

(a) Where the clinical condition warrants it (all severe 
cases and many of the intermediate group). In severe cases 
we consider that antibiotic therapy should be started as soon 
as a stool sample has been obtained, and before the results are 
available. 

(b) Those cases from institutions and nurseries where 
negative stools are required before discharge. 

(c) Mild cases from their own homes in order to reduce the 
chance of cross-infection. It is in this last category that 
opinions may vary. 

Treatment on these lines és surely not “‘ indiscriminate 
antibiotic therapy ”’. 


S. S. JHAVERI. 





1. Mead, J., Bonmarito, C. L. 3. appl. Physiol. 1949, 2, 97. 





220 LETTERS TO 





THE LANCET 


THE EDITOR 





We were surprised that Professor Watkins (Dec. 21) 
is “not impressed with the therapeutic effectiveness of 
antibiotics ”, but perhaps he was referring to all grades 
of severity. In severe cases the ease of treatment and the 
rapid recovery bear no comparison with the difficulties 
encountered before the advent of antibiotics. 

Infantile gastroenteritis should be treated on the 
knowledge of the bacteriological facts and not on clinical 
impressions. It would avoid confusion if this term was 
used only in those cases in which known serotypes of 
Esch. coli were isolated. 

E. H. BROWN 


Hither Green Hospital, E. H. BaILey 


London, S.E.13. 


A FUNCTIONAL NECESSITY 


S1r,—Mr. Murley’s letter in your last issue seems more 
concerned with attacking the Regional Board and its 
officers than attempting to deal with the extremely difficult 
problem of medical staffing in the hospitals. As he quotes 
from correspondence with the Board, your readers will be 
interested to see, in full, the request which he made for 
information to be supplied to the Medical Committee. 


This was : 

1. The numbers of consultants and S.H.M.O.s in the various 
specialties at present working in the region. 

2. The number of requests for additional consultant staff received 
from hospital management and/or medical advisory committees since 


1948. 
3. The number of such requests which the Board has been (a) able 


to fill, or (6) unable to advertise. 

4. The number of additional consultant appointments made by 
the Board without specific request from the periphery. 

5. The number of requests for additional consultant appointments 
or additional sessions, emanating from management committees or 
medical advisory committees which the Board has not agreed to. 

6. The number of requests for additional consultant appointments, 
&c., which the Board has not been able to advertise owing to financial 
stringency. (It being presumed that the Board would like to have 
made these appointments had the money been available.) 

7. The number of s.H.M.0.s who are performing consultant work. 

8. The number of senior registrars who are “ time expired ”’ and 
seeking consultant appointments. 

9. Finally, may the medical committee please be supplied with 
details of any investigations of the medical needs of the region which 
have been undertaken by representatives of the Board, the Ministry 
or any other group which has looked into this matter. 

Mr. Murley quotes only an extract from the written 
reply. The reply forwarded to him in fact reads as 
follows: 

“ The information requested by him would be most difficult to 
assemble and would involve a close examination of all the Board’s 
records on medical staffing since 1948—this in itself would be a major 
undertaking. It would then be necessary to analyse them in some 
detail and the result would still not be satisfactory since in many 
cases, it would be a matter of opinion as to the net effect of a particular 
line of action by the Board. 

“ Quite apart from this, the Board’s staff is so sorely pressed at 
the present time, that to embark on this project for Mr. Murley 
would be quite impossible.” 

This difficult question of the most appropriate medical 
staffing of the hospitals has been concerning the medical 
staffing subcommittee of the Board’s Establishment 
Committee for a considerable period of time. This sub- 
committee consists of six members, five of whom are 
medical. 

On Oct. 16, 1957, the Board sent a deputation to the 
Ministry of Health asking that most urgent consideration 
should be given to a number of problems affecting medical 
staffing, particularly one arising out of the present diffi- 
culty over senior registrars, and suggesting a number of 
solutions. The fact that the Ministry of Health have not 
so far been able to meet the Board in the suggestions 


which it made, is perhaps due to the intractable nature 
of the problem as between the Ministry of Health and the 
profession as a whole. 


w . , 
North Serpe Regional COTTESLOE 
lla, Sictiond Placa, London, W.1. Chairman. 


MANIPULATION FOR BACKACHE 

Sirn,—Mr. Bremner (Jan. 4) defines lumbosacral 
strain as a chronic localised disc degeneration with 
associated derangement of the corresponding posterior 
joints and ligaments from which pain presumably arises; 
in the early stages it is a subluxation or instability of the 
posterior joints with associated ligamentous strain and in 
later stages a true osteoarthritis. (Nerve-root involvement 
and general spondylosis are excluded.) The long-term 
management is arranged as follows: 

(1) If seriously disabling: spinal fusion. 

(2) If not seriously disabling: 

(a) Reassurance and advice on how 
back ”’, if intelligent. 

(6) Manipulation for the average hospital patient because he 
expects something more “ positive ” than reassurance and 
advice, and if not given manipulation he will seek it 
elsewhere. 

The reasons given for manipulation under (25) ‘have no 
foundation in pathology and could equally well be put forward 
as arguments for treating with strapping, plaster, corset, local 
anzsthetic, cortisone, or even an X-ray! As “a priori” argu- 
ments for manipulation, they have no value. In addition there 
is nothing in Mr. Bremner’s concept of the pathology to justify 
manipulation. If manipulation is to have any objective value 
as distinct from psychological it must mean either a purposeful 
and enduring correction of a derangement or the restoration 
of all or part of a range of movement lost through adhesions. 
It would seem that Mr. Bremner realises all this and he 
attempts to justify the use of manipulation on the purely 
empirical grounds that it produces “ satisfied customers ” 
without having any scientific explanation for this. 

Given the pathology as described by Mr. Bremner I cannot 
understand how 25 of his 250 cases obtained dramatic relief 
from (presumably) a single manipulation (unless the result was 
due to the subsequent physiotherapy). I find it much easier 
to understand why 61 of his patients found relief only in a 
lumbosacral corset. 

I make these observations not in criticism of Mr. 
‘Bremner’s article, since he is assiduously careful to avoid 
making any claim to diagnose with scientific evidence 
any derangement of the lumbosacral region which he 
would profess to be able to purposefully correct by a 
specially designed manipulative procedure. My dis- 
agreement is rather with those who advocate a practice 
which implies such a claim. Of this school of thought I 
would ask: 

(1) What precisely in anatomical terms do you attempt when 
you manipulate? It seems to be more generally the hypo- 
thesis that there is a derangement rather than adhesions. 

(2) How do you achieve a precise correction of a unit of the 
intricate lumbosacral complex by a manceuvre exercised on the 
exterior of the trunk? I can diagnose with X rays a dislocation 
of the fifth cervical vertebra on the sixth cervical vertebra and 
reduce it by a manceuvre based on a knowledge of the method 
of production of the derangement and check my result by 
X-ray examination, but I cannot practise in this manner on 
hypothetical derangements of the lumbosacral-joint complex 
for which I have no objective evidence. 

(3) Is it right that throughout the country practitioners 
should manipulate “ slipped discs ” if many of them have no 
personal experience of the nature of a protrusion of the nuc- 
leus pulposus as seen at operation ? Of some hundreds of disc 
protrusions I have seen at operation I have never seen one 
that could be reduced by manipulation. Perhaps it is only the 
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irreversible discs that come to operation. What evidence is 
there for disc protrusions reversible by manipulation? I know 
of no acceptable scientific evidence for this. 


ete 9 Davip F. THomas. 

Sir,—Mr. Bremner is to be congratulated on the 
successful disposal of a high proportion of chronic- 
backache patients by manipulation. May I, as a general 
practitioner, who has to live with the “‘ patient who has to 
live with his back’? comment on some aspects of his 
report. 

(1) The sole criterion used in this series is the patient’s 
subjective complaint about his back, both before and after 
treatment. There is no indication that information about the 
person complaining of his back would be of any use here; 
this is the exact antithesis to the modern ideal of treating the 
patient and not the illness. Bomford,' in his Bradshaw Lecture 
of 1952, gave an amusing analysis of his own chronic backache, 
which might aptly be re-read by those who deal with “‘ chronic 
backs ”’. 

(2) The results reported are the immediate (one to two 
weeks) after-effects of the treatment; surely, in chronic condi- 
tions the long-term results are of more interest. 

(3) It is assumed that, as no attempt is made to “ sell 
manipulation ”’, psychological influence as such is excluded. 
This, however, is doubtful. Nete how Mr. Bremner com- 
ments “ manipulation is the most convincing ” to the patient, 
and if not offered this treatment the patient “ may well seek 
it elsewhere’. Treatment, therefore, should be “ definitive ” 
for this “ nuisance disease ” 

I feel confident that psychologists will recognise in this 
type of language familiar patterns of powerful unconscious 
needs in both patient and therapist. General practitioners, too, 
will recognise similarities to their own dealings with assorted 
chronic complainers. In short, it is probable that iniportant 
psychological factors are at work here and can be ignored only 
at the risk of a loss of clarity in the results. It may well be that 
the diversity of opinions about so pragmatic a treatment as 
manipulation is due to disregard of psychological factors. 

(4) This suggests a possible control experiment in the course 
of such routine work, by omitting the manipulation in every 
second anesthetised patient. It would be wise, however, to 
seek the aid of a psychologist in organising such work. 

London, W.13. A. LAsK. 


CANCER OF THE BLADDER IN 
CHEMICAL WORKERS 

S1r,—We were surprised to read a statement, in the 
Report for 1956 of the Ministry of Health,? on bladder 
cancers of chemical workers, which we think is misleading 
without fuller explanation. We have drawn attention to 
this and the department of the Ministry of Health con- 
cerned agrees that some clarification is desirable. 

The statement referred to, abouticancers, is: 

“* Some, such as the scrotal cancers of chimney sweeps and mule- 
spinners, the bladder cancers of chemical workers and the bone 
cancers of workers with luminous paints have been so far elucidated 
that, for practical purposes, they have been prevented and eliminated.” 

A statistical survey,* published in 1953, has led to changes 
in industrial practice that may, if they have been well planned, 
be expected to diminish the hazard in the future. The nature 
of occupational cancer is, however, such that we should expect 
many cases to occur during the next 20 years in men who were 
exposed to risk prior to the changes in industrial practice, 
even if the precautions taken were completely effective; and 
very few, or no, cases for about 7 years among men exposed to 
the new conditions if the precautions are not _ completely 
1. Bomford, R. R. Brit. med. J. 1953, i, 633. “a 


2. Report of ie Ministry of Health for the Year ended 31st December, 
1956. Part II. On the State of the Public Health; p. 103. H.M. 





Stationery Office, 1957. 
3. Association of British Chemical 7” Papilloma of the Bladder 
in the Chemical Industry. London, 1953. 





effective. The effectiveness of the precautions can, in the long 
run, only be assessed by a further statistical survey made in 
about 10 years’ time. 

The Association of British Chemical Manufacturers’ report * 
used the following terms: “‘... there are now solid grounds for 
thinking that the practical steps already taken and being taken 
will successfully overcome the hazard. The abandonment of 
beta-naphthylamine manufacture alone should go an appre- 
ciable way to achieve this end. The introduction of new plant 
design and operation together with general improvement in 
factory hygiene should also greatly increase the margin of 
safety with the other carcinogens.” An incomplete apprecia- 
tion of the situation thus described may have led the Ministry 
of Health to indulge in optimistic prolepsis. 

The possibility of the introduction of new bladder carci- 
nogens into the chemical industry (and other industries) must 
be borne in mind. Already xenylamine (4-amino diphenyl) 
has produced human bladder cancer in the United States.‘ 

A search of death certificates relating to workers in 
chemical occupations where bladder tumour is mentioned 
amongst the recorded causes of death does not show any 
falling off in the annual number, 17 being found in 1955 
and 16 in 1956. The mean annual numbers for 1945-49 
and 1950-54 were, respectively, 13 and 15. These figures 
do not support the suggestion that “‘ for practical purposes 
they (bladder cancers in chemical workers) have been 
prevented and eliminated.” (Parenthesis inserted.) 


Chester Beatty Research Institute, 
Institute of Cancer Research, E. BoYLAND 
oy’ cer Hospi 
London, S.W.3. R. A. M. Case. 
Revd oadon 8.3 D. M. WALLACE. . 


POSTOPERATIVE VENOUS THROMBOSIS 

S1r,—I welcome D. Rivlin’s letter.5 It is sad to read 
that “it is extremely doubtful whether the incidence of 
postoperative venous thrombosis is diminishing.” That 
this proves that early ambulation has been a failure would 
be a very erroneous conclusion. The real motive of early 
ambulation seems to have been grasped by very few people. 
Much thrombosis is of necessity present after operation 
or childbirth. It is the spread of this process into adjoin- 
ing streams that must be prevented and, unfortunately, 
most of the conditions favouring this spread are present 
after operation; foremost among these is the slowing of 
the blood-stream which allows ’the platelets to silt out and 
set into action the process of clotting. This blood-clot is 
inside an undamaged vein, is not firmly adherent, and is 
easily detached. 

The rate of flow can be increased by muscular activity and 
by antigravitational methods. Gravity is counteracted by 
raising the foot of the bed about 9 in.; and ankle and knee 
exercises in bed or walking will increase muscular activity. 
Not all patients are fit to get up soon after a major operation, 
yet many enthusiasts impose this as a rigid routine. For such 
people, far more benefit would be gained by knee and ankle 
movements in bed for three minutes in every hour, than by 
getting them up. In fact, the latter can surely be harmful 
when the patient is frail and in considerable discomfort, and 
especially so when she has merely been lifted into a chair for 
some five minutes and then lifted back again. As Dr. Rivlin 
says, this is often described as early ambulation. There is no 
ambulation, and in fact the venous return is less efficient than 
it is in bed with the foot raised. I would utter one other word 
of warning, against the increasingly popular practice of half 
the ward sitting around the fire together for most of the 
evening. Psychologically, this may be beneficial, but patients 
allowed the privilege should be warned that it is only on con- 
dition that they do aor knee and ankle exercises. 


4. Melick, W. F., Naryka, J. J., Mezera, R. A., Wheeler, 
E. P. ¥. Urol. 1955, Me Meo. 
5. Rivlin, 8. Lancet, 1957, ii, 1290. 
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Thrombotit complications are four times as common in 
gynzcological operations. Surely this is because movements 
of lower limbs cause much more discomfort after lower 
abdominal operations and certainly after perineal operations ; 
immobility is the inevitable result. 

The peak of post-operative thrombosis is at about the 
tenth to twelfth day, and this coincides with the highest 
levels of platelet-count, platelet adhesiveness, and plasma 
prothrombin; a plea is long overdue, therefore, to aid 
venous return from the legs after operation for at least 
two weeks. This should be achieved by exercises, bed 
raising, and, of course, early ambulation if the conditions 
are suitable. 


London, N.W.1. E. R. REEs. 


OSTEITIS PUBIS 


S1r,—I recorded! in 1953 that this condition may be 
found in about 4% of the “ rheumatoid ” affections of 
the skeleton, following trauma or sepsis associated with 
any operations on pelvic structure, and may have more 
serious extensions than described, for infection of the 
periosteum may lead not only to the radiographic signs in 
the symphysis but to signs of ischial bursitis, septic 
arthritis of the hip, or sacro-iliac joints. Though it is 
often the baffling, painful, and tiresome complication 
described by your correspondents (Jan. 8), it may be 
painless when first discovered by X-ray examination 
and may end in fusion at the affected joints, chronic 


arthritic changes, or, more fortunately, complete 
resolution. 
Birmingham. JAMES F. BRAILSFORD. 


THE CHECK-VALVE MECHANISM AND THE 
MEANING OF EMPHYSEMA 


S1tr,—Consideration of the etiology of diffuse hyper- 
trophic emphysema has for long been a powerful stimu- 
lant to speculation, and the multiplicity of hypotheses 
emphasises, as a kind of Volker’s Law, that we do not 
know the answer. Two types of mechanism may, separ- 
ately or together, be causative: firstly some change in the 
alveolar wall making it more liable to damage and rupture; 
and secondly an excessive strain to which “ normal ” 
alveoli are subjected and which overinflates and per- 
manently deforms them. In his paper in your issue on 
Jan. 11, Dr. Lister argues convincingly that diffuse hyper- 
trophic emphysema is usually preceded by bronchitis 
and bronchospasm. There is, however, little experimental 
evidence to support his conclusion that there is a wide- 
spread check-valve mechanism (allowing air to enter 
pulmonary units but not to leave) and that these units 
first become overdistended and then emphysematous. 
It is important to state the difficulties in accepting this 
view. 

It should first be emphasised that a uniform diffuse condi- 
tion cannot cause overdistension of the airsacs, since the dis- 
tension must remain within the limits of a person’s vital 
capacity and “ healthy alveoli cannot be ruptured by any physio- 
logical range of pressure’. But if only some pulmonary units 
have check valves then we have to find a mechanism which 
will overdistend these but not adjacent alveoli. The amount of 
air entering an airsac will depend mainly on three factors: the 
pressure-drop through the air passage, the resistance to flow 
through the airway, and the stiffness of the alveoli beyond. 
It is fundamental to the mechanical explanation of emphysema 
that, in the first instance, the alveoli are of normal stiffness 
(or compliance, to use current terminology); but even if it is 





1. Brailsford, J. F. Radiology of Bones and Joints. London, 1953. _ 





not constricted, a bronchiole or alveolar duct with a check 
valve will almost certainly have greater resistance to air-flow 
than a normal bronchiole, unless one regards the valve as 
similar to a pea in a whistle. Furthermore, if the valved unit 
becomes distended the pressure-drop tending to inflate it will 
be less than for adjacent unvalved units. In other words the 
“normal” airsacs will be ventilated to a greater extent than 
the valved ones, which can only be inflated to the maximum 
static elastic pressure of the lungs which we know they can 
withstand without rupture. 

Dr. Lister thinks it more likely, however, that the valved 
units are overinflated by positive pressure within the large 
airpassages in coughing, “ as in pumping up a tyré”’. But the 
intrapulmonary pressure must rise with the intratracheal pres- 
sure in the expiratory phase of coughing, so that there is no 
pressure-drop to pump air into the alveoli. Even were there 
such a force it would tend to overinflate “‘ normal” units 
rather than valved ones, for the reasons given above. Further- 
more, if the entire contents of the air-passages (150 ml.) could 
in some way be pushed into the alveoli (2500 ml.) this would 
cause little extra distension. 


There are three possibilities which might resolve the 
problem: 

(1) If in the initial changes in diffuse hypertrophic emphy- 
sema some alveoli are so damaged as to be less stiff (more 
compliant) than others, these would then tend to overinflate; 
the mechanical factors would then be secondary to earlier 
structural changes, and it is not necessary to incriminate check 
valves to explain progress of the disease. 

(2) If units containing check valves have a lower resistance 
to air entry than “‘ normal” units. It is difficult to conceive 
such a mechanism, and if, as one suspects, the contrary is true 
the mechanical forces described above would tend to distend 
“normal ” alveoli rather than valved ones. 

(3) If the alveolar walls are damaged by maintained pres- 
sures which do not cause harm when applied transiently in 
normal breathing. Such pressures might be found beyond 
check valves in the early stages of emphysema. 

These are theoretical considerations, but the possibilities 
described above should be susceptible to experimental 
test. In the meantime, the evidence for a check-valve 
mechanism in the early stages of diffuse hypertrophic 
emphysema is very largely based on speculation, and it is 
important to emphasise the difficulties inherent in this 
theory. 

Department of Pageistony, 


St. Bartholomew’s Hospital 
College, London, E.C.1. 


INCIDENTAL DANGERS OF X-RAY THERAPY 


S1r,—Not only the electrocardiographic changes men- 
tioned in your leading article of Jan. 4 but also actual 
cardiac infarction may follow therapeutic irradiation of 
the thorax. Although the myocardium resembles skeletal 
muscle in its resistance to X-ray damage small and 
medium arteries are sensitive and can become occluded 
by the intimal proliferation described by Tricot et al.' or 
perhaps by a similar fibrinoid necrosis to that observed 
by Professor Wilson and his colleagues (Jan. 4), in the 
kidney. 

In two cases under my observation extensive infarction 
occurred six months after irradiation. The attacks were of 
great severity, accompanied by disturbances of conduction, 
and were followed by a degree of clinical and electrocardio- 
graphic recovery that one could not expect after atheromatous 
occlusion. Both patients were women under 50 who had had 
no previous angina. 

The long interval is interesting in the light of Professor 
Wilson’s finding of delayed structural changes in the kidney 


1. Tricot, R., Baillet, J., Helmke, G. Arch. Mal. Coeur, 1954, 47, 922. 
2. Pearson, H. E. S. Proc. R. Soc. Med., 1957, 50, 516. 
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and corresponds with that elapsing before the post-radiation 
mediastino-cardiac reaction of Blemenfeld and Thomas * and 
Rose and Wolferth.‘ It may well obscure a relationship that 
is commoner than either radiotherapists or “‘ the neighbours ” 
realise. 


Whitti Hospital, 
Ea —~ N19. H. E. S. PEARSON. 


INTRATHECAL PHENOL FOR INTRACTABLE PAIN 

S1r,—The report by Dr. Nathan and Dr. Scott in 
your issue of Jan. 11 corresponds closely with the results 
obtained during the past year in Edinburgh using a 7'/,% 
phenol-‘Myodil’ solution. 

As with their material, necropsy has revealed no changes in 
the spinal cord, its coverings, or nerve-roots which could be 
attributed specifically to the effect of the injected material. 

However, 4 patients had their spinal cords exposed at the 
site of injection within two to four weeks of the injection and 
each showed a marked localised arachnoiditis. Over a distance 
of about two inches the arachnoid was quite opaque and pink, 
and adherent to the dura and underlying structures, making 
exposure of the spinal cord tedious. 

So far, no patient subjected to this form of treatment 
has developed signs suggestive of a progressive adhesive 
or obliterative arachnoiditis following the injection, but 
until a sufficient period of observation has been com- 
pleted it would seem to be prudent to restrict the intra- 
thecal use of carbolic acid dissolved in myodil to the 
relief of pain of malignant disease. 


Department of Surgical Neurology. 
Royal Infirmary, Edinburgh. ALLAN S. BROWN. 


A PLASTIC APPROACH TO SURGERY 

S1r,—It is surprising that Mr. Heanley (Jan. [1) as a 
plastic surgeon should advocate the making of incisions 
in the direction of Langer’s lines; for in the face, where 
the best cosmetic result is particularly desirable, the line 
of election for a scar bears no relation to Langer’s 
lines. 

As Le Gros Clark ° has pointed out: 

“* . . with the movements of facial expression, flexure lines appear 
momentarily in the skin at right angles to the pull of the ‘fibres of 
cutaneous muscles. In other words, their pattern is determined by 
the arrangement of the underlying musculature. With advancing 
age, as the result of the progressive loss of the elasticity of the skin, 
these creases become established as permanent wrinkles.” 

The illustrations of Kraisse * have shown convincingly that 
at many points the direction of the lines of election and that 
of Langer’s lines are at complete variance and it would appear 
that when they do coincide this is quite fortuitous. 

The continued lip-service paid to Langer’s lines in 
most surgical textbooks would suggest that these facts 
are not widely enough appreciated. 


~~ a Ian A. MCGREGOR. 


CHRISTMAS QUIZ 
Dr. N. HowAarRD-JONES writes: 

“Supplementing Dr. Gurney Smith’s correction (Jan. 4, 
p. 58) to the excellent Christmas Quiz provided by Dr. 
Ffrangcon Roberts, I would point out that the St. Bartholo- 
mew’s Hospital Reports of (as far as I recollect) the 1870s con- 
tain a most amusing article by Robert Bridges on the casualty 
department of his hospital. The answers to the quiz contain 
another slip: ‘Jesuits’ bark’ was not quinine, but the bark from 
which quinine and other cinchona alkaloids were subse- 
quently isolated.” 





3. Blemenfeld, H., Thomas, S. F. Radiology, 1945, 44, 335. 

4. Rose, E., Wolferth, C: C. ¥. Amer. med. Ass. 1941, 116, 2648. 

5. Le Gros Clark, W. E. The Tissues of the Body; p. 277. Oxford, 1945. 
6. Kraisse, C. J., Plast. reconstr. Surg. 1951, 8, 1. 





Obituary 





JAMES COUPER BRASH 
M.C., M.A., M.B. Edin., M.D. Birm., LL.D. St. And., D.Sc. Leeds, 
F.R.C.S.E. 

Emeritus Professor Brash died at his home in Edin- 
burgh on Jan. 19, at the age of 71. He was one of the 
great figures and personalities in British anatomy, and his 
death will cause many practitioners of medicine the world 
over to feel a deep sense of personal loss. 

He was born in Helensburgh, and was educated at 
George Watson’s College and Edinburgh University 
where he entered on an arts course. The knowledge of 
literature, philosophy, and Latin that he then gained 
formed the basis for his own philosophy of life. He 
recommended others to cultivate, as he himself certainly 
did, the tranquil mind, the quality of imperturbability and 
calmness in times of emergency. These indeed formed 
the theme of his promoter’s address to the new graduates 
in medicine in Edinburgh in 1940. 

After graduating M.A., Brash entered on a combined science 
and medical course in which he distinguished himself in many 
subjects and extracurricular activities. He was prominent in 
several student societies and became senior president of the 
Students’ Representative Council. After graduating M.B. in 
1910 he became house-physician in Edinburgh Royal Infirmary 
to the late Sir Thomas Fraser. In 1911 he joined the anatomy 
department of Edinburgh University as a demonstrator under 
the late Prof. D. J. Cunningham—and this connection was 
always a matter of pride to him. From Edinburgh he moved 
to the anatomy department at Leeds, but in 1914 he joined the 
R.A.M.C., and while with it served in France and Belgium, 
attained the rank of major, and was awarded the M.C. Return- 
ing to academic life he was later translated to Birmingham, 
where he became professor of anatomy and dean of the faculty 
of medicine. He was responsible for the planning of many of 
the developments that led to the formation of the new Medical 
School in Birmingham, and for such responsibility he was 
eminently well qualified. He succeeded Prof. Arthur Robinson 
in the chair of anatomy at Edinburgh University in 1931, 
and for 23 years he, laboured ungrudgingly and without stint 
for his alma mater. His lectures were always most care- 
fully prepared expositions of the subject with which he was 
dealing, and on occasions he was carried away by his own 
enthusiasm. He and the late Dr. E. B. Jamieson established a 
close and firm friendship that matured over the years, and 
they were co-editors of the 7th and 8th editions of Cunningham’s 
Text-book of Anatomy and also were co-editors of two 
editions of Cunningham’s Manual of Practical Anatomy. The 
last editions of the manual were, however, entirely Brash’s 
work, and he was also sole editor of the most recent edition of 
the textbook. 

His main scientific interest was the development and 
growth of bone, and his Struthers lecture on the subject 
in 1933 to the Royal College of Surgeons of Edinburgh 
is now regarded as a classical study. Much of his original 
work was associated with the growth of the jaws and palate, 
and he had a particular interest in the etiology of irregu- 
larity and malocclusion of the teeth. The mechanism 
involved in the movement of the teeth during growth of 
the jaws always fascinated him and his madder prepara- 
tions threw great light on the subject. His eminence as an 
anatomist was recognised by the Anatomical Society when 
he was elected president for 1945-47 and also by the 
Universities of St. Andrews and Leeds from which he 
received honorary degrees. His anatomical skill was 
brought to the notice of the general public through his 
researches and meticulous work in connection with the 
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Ruxton murder case, and he and Prof. John Glaister 
published a volume in 1937 dealing with the medicolegal 
and other scientific aspects of this case. In 1955 he 
published an important text on the neurovascular hila of 
limb muscles. 


R. W., an Edinburgh colleague who migrated across 
the Firth of Forth, writes: 


Professor Brash’s interests were multiple and on golf course 
and in trout stream he showed the same enthusiasm as at work 
in his laboratory. His sense of pawky humour was a feature of 
his lectures and after-dinner speeches and through it he 
relieved the tenseness of many an examination. He was a man 
who always gave more than he received and in doing so gave 
himself great pleasure ; students without number and graduates 
sought his counsel and advice knowing that in doing this they 
would receive an opinion that would be in their best interests. 
For over 45 years he owed much to Mrs. Brash and through her 
he came to have a deep love for St. Andrews and its University. 


THOMAS KIRKPATRICK MONRO 
M.A., M.D. Glasg., F.R.F.P.S. 

Dr. T. K. Monro, emeritus regius professor of the 
practice of medicine in the University of Glasgow, who 
died on Jan. 10 at the age of 92, had won an honoured 
place in Glasgow by the kindliness and skill with which 
he served the city’s patients and the learning and humanity 
which he offered the students in the city’s medical schools. 
His interests as a physician and a bibliophile were 
happily joined in his famous collection of editions of Religio 
Medici. 

He was born at Arbroath, where his father, Dr. William 
Monro, was in practice. After graduating M.B. from the Uni- 
versity of Glasgow in 1888 he continued his medical studies 
in Vienna, Berlin, and Paris. Soon after his return to Scotland 
he became pathologist to the Victoria Infirmary in Glasgow. 
He had held the chair of medicine at St. Mungo’s College and 
a clinical lectureship at the Royal Infirmary for over ten years 
when in 1913 he was appointed to the regius chair at the 
University. 

His writings on his own subject included his Manual of 
Medicine, his History of the Chronic Degenerative Diseases of 
the Central Nervous System, and a monograph on Raynaud’s 
Disease. His book on the Physician as Man of Letters, Science, 
and Action happily presented his profession to a wider circle 
of readers. He retired from his chair in 1936, and the following 
year the University of Glasgow conferred on him the degree 
of LL.D. Two years later the Royal Faculty of Physicians 
and Surgeons elected him to their honorary fellowship, an 
unusual distinction for one who had already served as their 
president. 


The following tribute is taken- from the address which 
S. A. gave at Professor Monro’s funeral on Jan. 14. 


Thomas Kirkpatrick Munro found his life work and his 
inspiration in the day-to-day care of sick people in the hospitals 
and homes of this city. A supreme master of the art of clinical 
practice, he enhanced the value of his skill by kindness born of 
compassion; and his whimsical sense of humour endeared him 
to his patients and to his students. He was an outstanding 
teacher—especially for those students sensitive to the great 
adventure opening before them in this realm where science 
merges into art. Acutely aware of the needs of the individual 
patient before him, it was nevertheless by a light more remote 
yet more vivid that he saw the detail of his task. 

His skill and shrewdness and humanity at the bedside were 
the blossom of a fine intellect nurtured in the climate of true 
learning: he read his classics in the original and refreshed his 
mind with music, history, and mathematics; and in the twilight 
of his later years, though frail and blind, by the sense of touch 


he lived among his favourite authors and walked with greatness. 
He loved the open country, the wind and the rain; and while 
walking and angling he cherised the boon of solitude. Topics 
which might seem remote from the mind of a scholarly physician 
came within the ambit of his encyclopedic knowledge: he 
could startle the expert by dissertations on locomotive con- 
struction, and others he would entrance by his:devotion to the 
circus. It would be a fitting tribute to his diverse accomplish- 
ments if they were to be recorded in his own book—The 
Physician as Man of Letters, Science and Action—for in these 
pages he reveals his affinity for the man of many parts. So 
notable and ardent a bibliophile inevitably grows into his books. 
The pages of the Religio Medici and Christian Morals were so 
close to Thomas Monro that he seemed to breathe the same 
air as Sir Thomas Browne, and with him might well have said— 
Some things are dictated for our instruction and some 
acted for our imitation .. . 
He honours God, who imitates him; for what we 
virtuously imitate we approve and admire. 


CHIRANJI LAI PASRICHA 
M.A., M.B. Cantab. 

Lieut.-Colonel Pasricha, who died in London on 
Jan. 11, was a former director of the School af Tropical 
Medicine at Calcutta. From 1948 to 1955 he was medical 
adviser to the High Commissioner at India House, and he 
was often to be seen at scientific and social gatherings of 
doctors in London. 


He was born in the Punjab, and educated at Leys School 
and Caius College, Cambridge, where he took a first in the 
natural sciences tripos. He qualified in 1920 from St. 
Bartholomew’s Hospital, where he won the Shuter scholar- 
ship. Soon afterwards he passed into the Indian Medical 
Service and later saw service in China as well as in India. 
In 1933 he became professor of pathology and bacteriology 
at the Calcutta school. In 1939 he was awarded the Minto 
medal for medical research. His work included investigations 
into the treatment of cholera with the newer sulphonamides, 
and ‘on choleraphage, snake venoms, epidemic dropsy, and 
sprue. He succeeded the late L. E. Napier as director of the 
school in 1945, and he also was superintendent of the Car- 
michael Hospital for Tropical Diseases in Calcutta. During 
the late war, he was A.D.M.S. at Army Headquarters, New 
Delhi, and at this time he largely rewrote the Field Service 
Hygiene Handbook (1945). 

In 1948 he came to London as medical adviser to the 
High Commissioner for India. P. H. M-B. writes: 


Pasricha was an admirable public-relations officer by 
reason of his friendliness, his accessibility, and his attraction 
to the British way of life, and adherence to its ideals as well 
as to those of Indian culture. It was always an experience 
to get into touch with him and thereby to imbibe some of his 
vigour and enthusiasm. At medical meetings his tall, erect 
military figure was welcome, and the benignant smile which 
lit up his face was indicative of the character of this popular 
man. He always remained a loyal friend of this country, 
a devoted and loyal son of Cambridge, and proud of his 
associations with St. Bartholomew’s. 





Appointments 





CRAIGHEAD, Isopet B., M.B. Edin., D.P.H.: assistant M.O. (child welfare), 


Edinburgh. 
Colonial Appointments: 


pov, P. R. W., M.B. Lond.: M.o. grade B Gestation, 


rinidad. 
SENT, 1, 1. E- M.B.N.U.I., D.T.M.&H.: M.O. grade B Gnetitutions), 


Genr, A. E., M.D. Hamburg: M.O., leprosy service, Eastern Nigeria. 
| a L. M.O., leprosy service tern Nigeria. 
Pyp1an, S M.B. Madras: M.O., Mauritius. 


ean art M.R.C.S., D.T.M. &HL: M.O., Hong Kong 
om © V., M.R.C.S., D.O.M.S. : senior specialist, Foteration of Nigeria. 


Warp, J. R, L.R.CP.E.: M.O. ke Kenya. 
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Notes and News 





ONCHOCERCIASIS 

AT a meeting of the Royal Society of Tropical Medicine 
and Hygiene in London on Jan. 16, Dr. A. R. D. ApDAms 
(Liverpool) opened a symposium on onchocerciasis with a 
short general account of the disease adding that he had seen 
only one instance of serious eye lesions in his considerable 
series of European cases. 

Prof. A. W. WoopRUFF commented on the rarity of ocular 
lesions in Africans examined in Calabar, where almost all 
were infected with the disease. On the other hand eye lesions 
—mostly slight—were found in 12 out of 76 patients (72 
Europeans) seen in London. Eye lesions might therefore be 
present in light infections and absent in heavy infections; 
possibly the high gamma-globulin content of the sera of 
Africans, so constantly exposed to multiple infections, provided 
a protection. It seemed that some other factor was needed 
to produce blindness. Onchocerciasis might be suspected if 
there was unexplained pruritus, rash, eosinophilia, or eye 
disease in persons from the endemic areas; and filarial comple- 
ment-fixation test and skin tests were useful. Diethylcarbama- 
zine would kill not only the microfilarie but also the adult 
worms, if enough was given. This was disputed by Dr. F. 
HAWKING, who, though acknowledging the drug’s great value 
against microfilariz, did not find it lethal to the adult worms. 
For this suramin was necessary. * 

The strongest critic of the blindness concept was Mr. D. P. 
Cuoyce, who showed slides illustrating those lesions of the 
anterior segment of the eye which are admittedly due to 
onchocerciasis—keratitis commonly, iritis more rarely—but 
which in the Cameroons did not often lead to more than slight 
interference with vision. He did not think that this infection 
could cause cataract. The lesions of the posterior segment 
which caused blindness and which had been attribyted to 
onchocerciasis—optic atrophy, retinal degeneration—were, 
he thought, probably of different ztiology, and there was no 
good evidence that they were onchocercal. Optic atrophy was 
caused by vitamin deficiencies, syphilis, and other conditions 
common in Africa, and the form of choroidoretinal degenera- 
tion seen there was remarkably similar to the hereditary 
diseases known in Britain and transmitted as a genetic dominant. 
Moreover, as microfilariz of Onchocerca volvulus were not 
found in the blood-stream, it was difficult to understand how 
they could gain access to the optic nerves and choroid. 
Mr. Choyce concluded therefore that onchocerciasis was 
probably not a serious cause of blindness, though he admitted 
that it might have an adverse effect in trachoma, leprosy, and 
other affections of the eye. 

Dr. W. E. KersHAw (Liverpool) agreed with this general 
conclusion, on epidemiological grounds after investigations 
in the Cameroons. The anterior eye lesions were related to the 
intensity of infection but were not blinding lesions; but the 
incidence of posterior eye lesions, the blinding lesions, bore 
no relation to intensity of infection. Dr. R. S. Bray reported 
work done in Liberia in which no blindness was found in a 
group of African onchocerciasis patients in whom there was 
much deficiency disease. 

These arguments were not enough to shake the belief of 
several speakers who had lived in the onchocerciasis areas 
of West Africa. Dr. B. B. Wappy thought that heavy infections 
in childhood might lead to blindness in later life, and that 
onchocerciasis could cause cataract. Optic atrophy might 
possibly be related to extensive use of tryparsamide for sleeping- 
sickness. Lieut.-Colonel J. H. Watters recalled the high 
incidence of posterior eye lesions in peoples living near rivers, 
who left those parts on that account. Optic atrophy certainly 
might be due to syphilis, but that was commoner in towns 
than in rural areas such as those in which onchocerciasis 
flourished. Dr. J. L. MCLETCHIE pointed out that blindness 
was common in Northern Nigerian onchocerciasis areas, which 
were in a dry climate, but rare in the south where the climate 
was more moist. 


Dr. A. B. RAPER showed photographs of a condition of 
dwarfism, in children in the onchocerciasis areas of East 
Africa, which had very characteristic features—muscular 
wasting, stunting of growth, kyphosis, and a characteristic 
facial profile. All the patients were heavily infected with 
onchocerciasis. 

PATIENTS’ PARLIAMENT 

UNDER.-what he calls the “ grandiloquent ”’ title of “‘ creative 
group therapy”’ Dr. George Day describes ' efforts at self- 
help by the patients at a private sanatorium in Norfolk. Irritated 
by high prices in local shops, some of the patients opened one 
of their own; and, having no overheads, it prospered. Each 
corridor supplied a voluntary shopper—one of the ambulant 
patients—who ran errands for bedridden neighbours. One such 
volunteer from each corridor took a seat in the “ Patients’ 
Parliament ”, which met weekly and in the course of some ten 
years spent the shop’s profits on books, games, records, 
broadcasting equipment, a television set, a film-projector, a 
gramophone, a typewriter, and such useful items as irons and 
hairdryers. Less to raise funds than to give everyone a feeling 
of participation, half-a-crown a month was levied on all 
patients who could conveniently afford it. 

Early in its career the Parliament, which was not elected 
but self-perpetuating by cooption, began to hear and discuss 
patients’ complaints and suggestions. Dr. Day acted as 
Speaker—literally, for he could speak but not vote. He had 
a veto on medical grounds, and at first put right proved 
complaints; later these tended to be solved by the patients. 
A new patient would find himself visited by ambulant ones 
as a routine—to see whether he wanted anything, not to 
gossip—and very quickly felt at home. Thus the spirits of 
self-help and of help-your-neighbour were fostered, and morale 
was high. © 

MEDICAL FILM 

A new film, Ergot—The Story of a Parasitic Fungus (16 mm., 
sound, colour, 26 minutes, Britain 1958), traces briefly the 
discovery and therapeutic use of ergotamine and ergometrine. 

The film opens with numerous references to ergot poisoning from 
the 16th century onwards. Half the film is then devoted to the life- 
cycle of the parasite and methods of growing it under controlled 
conditions for medicinal purposes. The symptoms of migraine are 
set out, and reference is made to a preparation of ergotamine tartrate 
including drugs to counter its side-effects. Prof. Chassar Moir 
describes the discovery of ergometrine in 1935; and finally a patient 
being delivered in the maternity department at University College 
Hospital, London, is séen to be given an intravenous injection of the 
drug. 

This is a good film, particularly interesting in the sequences on 
the history of ergot poisoning and on the cultivation of the parasite. 
Douglas Fisher’s colour photography is superb, and the commentary 
is informative. 

Copies may be obtained free of charge from the Wellcome Film 
Library, 183, Euston Road, London, N.W.1. 





University of Cambridge 
On Dec. 21 the degree of B.Chir. was conferred on the 


following: 

R. A. Aiken, G. M. D. Archer, A. M. Barnie-Adshead, D. G. Beynen, 
W.A. = ae J. H. D. Briscoe, Andrew Brockman, ag, ee B > 
I. E. Bush, A. J. Cameron, L. Drury, Christopher de Graaff-Hunter, 
A. J. Dell, R. C. Dobbie, P. M. her Dulake, A. J. Dyer, 
Nigel Edwards, R. H. Ellis, B A. "zlson, IN 2 nid. . Evans, P. W. Fisher, 
A. F. Flemi vr ge on i . C, Grant, P; C. Green, 
P.R Hollingworth, 
A. W D. 


R, Oakden gt Mier, 


a 

b. J. S. Pendlebury, Neil thea E O. Rees, M. B. Rees- 

Jones, M. W. Riddail, D. J. Riley, » Julian ada Sg P.D. Rohde, ¢. 3, 

wig — Tidmarsh, J. womey, Peter Weston, M. C. Woodhouse, 
. C. Worl 


University of St. Andrew 


On Jan. 10 the following degrees were conferred: 


M.D.—F. W. Wigzell. 

Ph.D.—P. R. ge 

M.B., Ch.B.—J. C. ee — Gg og Campbell 
Calder,’ Marie M. Deacon, S. A. Kalla, A. — We 
Robertson, P. C. Robson, L. W. 7 Ross, IM b ee 


1. Day, G. Perspect. Biol. Med. 1957, 1, 119. 
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University of London 
On Dec. 11 the degree of PH.D in the faculty of medicine 
was conferred on J. G. Howard. 


University of Liverpool 

A symposium on the frontal lobes, organised by the depart- 
ment of studies in psychological medicine, will be held on 
Saturday, March 22. 

The speakers will be Dr. Italo Calma, Dr. Hugh Jarvie, and Mr. 
Walpole Lewin. Further particulars may be had from Dr. Jarvie, 
77, Bedford Street South, Liverpool, 7. 


University of Glasgow 
On Jan. 11 the following degrees were conferred: 


M.D.—J. B. Brennan, R. W. Bryson, E. C. Easson, *Kenneth Fraser, 
A. W. Gardner, *I. S. MacDonald, R. L. Orchardson, *W. O. Thomson. 

* With commendation. 

Ph.D.—J. K. Burns. 

M.B., Ch.B.—Nasiru-Deen Akilade, A. W. Baird, I. W. MacA. Baxter, 
. S. Begg, W. D. S. Blaikie, J. S. Carlisle, Andrew Craig, Rk W. Cross, 
. J. Docherty, {: R. Donaldson, William Ducat, j.. B.. a R. L. Elder, 
Christina C. Hall, Philomena C. Hynes, R. G. S. Leask, J. Ri , A. W. 
Macara, J. r: L. McConnell H. Macdonald, A. J. Mackintosh, I. C. D. 
Martin, A. C. Miller, 1. R. Pendrigh, Susan M. Ritchie, C. A. Robe 
A. R. Sarbah- eS > Schwarz, Gwen J. Scott, J. D. Simpson, 
Samsoondur Sonah G. Stewart, Margaret G. Wallace, A. F. Wright. 
Royal Microscopical Society 

Mr. John Bunyan, L.p.s., Leverhulme research fellow at 
St. Mary’s Hospital Medical School, has been elected president 


of the society. 


The Guild of Teachers of Backward Children 

This guild will hold its second national conference at Gold- 
smith’s College, London, on April 18 and 19. The hon. 
secretary of the guild is Mr. S. S. Segal, 10, Fielding House, 
Boundary Road, N.W.8. 


Royal Commission on Remuneration 

The Royal Commission on Doctors’ and Dentists’ Remunera- 
tion will hold a public hearing on Friday, Jan. 31, at Church 
House, Great Smith Street, London, S.W.1, at 11.15 a.m. 
Representatives of the Royal College of Physicians of London 
have been invited to attend. 


Training Posts in Hospital Administration 

Applications for a further 16 training posts for prospective 
hospital administrators are invited. 

The posts are open both to young officers already employed in 
the National Health Service and to graduates and professionally 
qualified people who wish to make hospital administration their 
career. Further particulars may be had from the Ministry of Health, 
Savile Row, London, W.1. 


College of General Practitioners 

Butterworth gold medal.—The subject for this year’s prize 
essay, by a member or associate of the college, is Second 
Opinions. Further particulars may be had from the chairman 
of the awards committee of the college, 41, Cadogan Gardens, 
Sloane Square, London, S.W.3. Essays must be submitted 
not later than Sept. 20. 


Royal Air Force Appointments 

Air Commodore G. A. M. Knight has been appointed 
deputy director-general of medical services in the Royal Air 
Force with the acting rank of air vice-marshal, in succession 
to Air Vice-Marshal L. M. Corbet who is retiring. Group- 
Captain J. F. Dales has been appointed principal medical 
officer, 2nd Allied Tactical Air Force, with the acting rank of 
air commodore. 


Confederation of Health Service Employees 

At a conference of the confederation held in London on 
Jan. 15 delegates rejected a proposal to impose a national 
ban on overtime for all members (Times, Jan. 16). Since 
September temporary bans on overtime have been imposed on 
mental hospitals in different parts of the country, and the 
results of these local bans were criticised at the meeting. 
Some speakers doubted whether a ban on overtime would 
now be an effective way of showing members’ discontent. A 
delegate said that, owing to a change in conditions of the labour 
market, hospitals at Lincoln, and he believed elsewhere, now 
had more staff than at any time in the past six years. 


World Health Organisation 

The Republic of Czechoslovakia has resumed active par- 
ticipation in the work of the World Health Organisation. 
Czechoslovakia became a member State of W.H.O. in 1948, 
but in 1950 discontinued active participation. During 1957 
Albania, Bulgaria, Poland, the U.S.S.R. and Rumania 
announced their resumption of active participation in W.H.O. 
Member States which still remain inactive are Hungary, 
Ukranian S.S.R., and Byelorussian S.S.R. 

Executive Board.—The twenty-first session of the Board 
began in Geneva on Jan. 14, under the chairmanship of Sir 
John Charles. The chief item on the agenda is the examination 
of the Director-General’s proposals for programme and 
budget for 1959. Emergency supplies of vaccine were approved 
for Ceylon, where floods have covered a third of the island’s 
surface, 300,000 people are estimated to be homeless, and 
epidemics of typhoid and cholera are feared. Half a ton has 
already been sent, and another quarter of a ton will soon follow. 
Part of the cost will be reimbursed by Ceylon. 





CORRIGENDA: Phaochromocytoma of the Urinary Bladder.—In the 
—_— by Dr. B. R. B. Lumb and Dr. G. A. Gresham (Jan. 11, p. 81) the 
ear in the first line of ag a= h paragraph ‘of the case-report should have 
iven as 1956. In ‘ine of that aph and in the 
penultimate line of the ¥-] pee the no; a level was in 
microgrammes. In fig. 2 the specimen was reproduced at less than actual size. 
The Check-valve Mechanism and the Meaning of Emphysema*—In Dr. 
W. A. Lister’s article (Jan. 11, p. 66) the illustration shown as fig. 2 was 








in fact fig. 1, and that shown as g. 1 was fig. 2. 
Diary of the Week 
JAN. 26 TO FEB. 1 
Monday, 27th 


Ducane Road, W.12 


a me MEDICAL SCHOO! 
ibservations on Spontaneous and Induced 


4 p.m. Dr. John Marshall: 
P. iz in the Upper Limbs. 
MANCHESTER Mepicat Society (Medical School, University of Manchester) 
9p.mM. General Practice. Dr. Aron Holzel: Allergies in Children. 


Tuesday, 28th 
Royal Cupane s OF pee OF ENGLAND, Lincoln’s Inn Fields, W.C.2 
5 p.m. Dr. D. H. M. Woolam: Experimental and Gale lec to the Problem 
of ital Malformations. a oe ale lecture.) 
Roya Society oF Mepicing, 1, Wimpo! 
8 p.m. Medicine. | Dr. William p= madly Ds Richard Asher, Prof. E. J. 
Wayne: Sedation and 4, 1 ~4 Man. 


(London 1h e's +t 

"Street » W.C.1.) Dr. J. A faser Roberts: 

sr, Mary’ a yy ans Scuoot, W Pee 

P.M. Sir George ion in Pregnancy. 
INSTITUTE OF Drnsarovooy, Lise "Renee , 

5.30 p.m. Dr. G. C. Wells: 


ROYAL STATISTICAL SOCIETY 
30 Westminster Medical School, Horseferry Road, S.W.1.) 
Dr. D. D. Reid: Mortality of Miners. 


Wednesday, 29th 
Royat COLLEGE OF SURGEONS OF ENGLAND , 
5 p.M. Prof. Arnold ee: Experimental Degeneration of the Retina. 
PosTGRADUATE MEDICAL SCH 
2p.M. Prof. L. J. Witts: Rages of Iron Deficiency. 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. Henry Haber: Hamartomata. 
Rnetevess ap Een Sp tess Cana, Brom: a S.W.3 
5 p.m. Dr. Ian Longmuir: Aspects of Tissue Respiration. 
es FACULTY OF PHYSICIANS AND SURGEONS OF GLASGOW, 242, St. Vincent 


a, Glasgow 
5 p.m. Sir Roy Cameron: Problem of Biliary Cirrhosis: 


ical Medicine. Sane 
lood-Group 





Thursday, 30th 
Royat COLLEGE OF SURGEONS OF ENGLAND 
5 p.m. Mr. G. F. M : The Mechanism of Congenital Hydro- 


hrosis. (Hunterian lecture.) 


© BRITISH POSTGRADUATE MEDICAL FEDERATIO! 


5.30 P.M. (London School of Hygiene ond’ Tropical Medicine.) Dr. Edith 
Bul ring: Physiology and Pharmacology of Intestinal Smooth 


ROYAL STATISTICAL SOCIETY 
7 P.M. (Leicester College o: 
Dr. W. R. “s. Doll: Sm 
UNIVERSITY OF ST. a, Queen’s 
5 p.m. Sir Roy Cameron: Chemical 


Friday, 31st 
POSTGRADUATE MEDICAL SCHOOL 
10 a.M. Mr. Cecil Flemming: Observations on S 
4p.M. Dr. K. wW. Donald: Haemodynamic Changes in Mitral Stenosis 
and the Findi after Operati 


f Technol The Newarke, Leicester.) 
ond Canes of the Lung. 

Yoo Dundee 

Mediation of Inflammation. 


dary Carci in 
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For 


INTRACTABLE DYSMENORRHOEA 


Ovestin 


Does not suppress ovulation, 
interfere with normal menstruation 
or induce withdrawal bleeding ; because 


the action is elective on the vaginal 





epithelium and cervix uteri 


Ovestin Oral tablets (Cestriol 0.25 mg.) 


Packs : Tubes of 25 tablets 


Bottles of 100 tablets 


Literature and samples available on request 





RGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Phone : TEMple Bar 6785/6/7, 0251/2/3, 1942/3 Grams : Menformon, Rand, London 
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Almost the worst thing about’ flu 
ts getting over tt 


To the mentally depressed and 

bodily fatigued post-influenzal patient, 
METATONE* brings a quick return to normal 
vigour. Combining appetite-promoting 
vitamin B with mineral glycerophosphates 
and strychnine, Metatone has an 
outstanding capacity for speedily 


restoring normal metabolic function. 





METATONE 


* Trade Mark 





speeds recovery 


cA 


®e 
vue” 


PARKE, DAVIS & COMPANY LTD. (Inc. U.S.A.) HOUNSLOW - MIDDLESEX - Telephone: Hounslow 2361 
164 


van? AND AT CARFIN INDUSTRIAL ESTATE, CARFIN, LANARKSHIRE. HOLYTOWN 326/7 
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Caleiper-V 


SUSPENSION 


kel amedatileia-te 


Calcipen-V Suspension 
is a palatable, 





ready-prepared 


f? ¢ suspension of calcium 
a. : » seen Op -s 
iH f i penicillin V, containing 
A 
~ s } the equivalent of 60 mg. 
we as 


of penicillin V in each 
5 ml. It is supplied in bottles of 60 ml. 
Calcipen-V is also supplied as tablets containing 


3 ? ; the equivalent of 60, 120 or 240 mg. of penicillin V. 
é ™ Professional sample and detailed literature 
gladly sent on request. 


BOOTS PURE DRUG CO. LTD., NOTTINGHAM, ENGLAND 
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Obsolete 
Gravitational Therapy 


in Migraine 


“You are old, Father William,” the young man said, 
“And your hair has become very white; 

And yet you incessantly stand on your head 
Do you think, at your age, it is right?” 


“In my youth,” Father William replied to his son, 
“| did it to cure the migraine ;* 

But now— why, I do it entirely for fun, 
And take Cafergot when I’m in pain.” 


Cafergot 
BY SANDOZ 


aborts the attack of migraine 








in more than 80% of cases 


1 mg. Ergotamine Tartrate B.P. 


100 mg. Caffeine B.P. TABLETS 
2 meg. Ergotamine Tartrate B.P 
100 mg. Caffeine B.P ‘ nw 
SUPPOSITORIES 


0.25 mg. total alkaloids of belladonna 
100 mg. isobutylally] barbituric acid 





x Standing on one’s head is reputed to be a 
good cure for migraine'— but not 
every patient is so agile. 


1 Brit. med. J. (1957) 2, 633 


Sandoz House 
Sandoz Products Limited 23 Great Castie Street 


London, W.1 


Sik Ge abe ene dpe ci aus tas inh eae gee quia de ane eon ate ee en -————-—------- 
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CALADRYL* provides quick 
and easily applied relief for 
irritating skin conditions. 
Combining the anti-pruritic and 
anti-allergic effects of 

Benadryl with the soothing mild 
astringency of calamine, — 
CALADRYL LOTION, a smooth 
non-greasy liquid, promptly 
alleviates the discomfort of 
urticarial conditions, as 

well as measles and chicken pox 
rashes. CALADRYL CREAM, 

a similar formula in a water- 
miscible cream base, is an 
effective means of counteracting 
chapping and skin soreness 

due to wintry weather. 


* Trade Mark 


CALADRYL 


Parke, Davis & Company, Ltd. (Inc. U.S.A.) Hounslow 








LOTION 


Middlesex 





CREAM 
Tubes of approx. 
14 ounces 

and jars of I Ib. 


Tel: Hounslow 2361 


345 
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Insomnia 





in 
the aged 


Not only for its valuable properties as a daytime sedative 
has Mittown meprobamate become so universally 
prescribed. Doctors have come to recognise its special 
virtues as a safe reliable dormifacient—particularly in 
the ageing patient. Mittown brings a release from 
worry and tension that prevent the natural onset of 
sleep. It induces a composure of mind and body that 
enables the patient to drift naturally into sleep. After 
two tablets of Mi_trown—one hour before retiring, sleep 
is restful and usually dreamless. It is also free from the 


narcosis that often follows other conventional sedatives. 


Miltown 


“reco. TRADEMARK OF CARTER PRODUCTS INC. MEPROBAMATE 
Oral tablets of 400 mg. Bottles of 50 and 500 


LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTDB., London, WC.2 
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Be. 





Has these advantages for treating the menopause 


VIRTUALLY NO 
WITHDRAWAL BLEEDING 


GRATIFYING FEELING 
OF WELL-BEING 


PROLONGED ACTION 


NO NAUSEA OR ANY OTHER 
UNPLEASANT SIDE EFFECTS 


COO) 


PACKS 

Green ‘TACE’ capsules contain 12 mg. 
chlorotrianisene, and are packed in bottles 
of 60 and 300. 


DOSAGE ‘ 

SIMPLY TWO CAPSULES PER 
DAY FOR 30 DAYS 

A month's course of 60 capsules can 
provide prolonged or even permanent relief 
for many menopausal patients. A second 
course may be required, but a third is not 
often necessary. After oral administration 
‘TACE’ is stored in the body fat and 
released gradually in a manner resembling 
natural hormone secretion. 


INHIBITION OF LACTATION 
4 capsules a day for 7 days 


Write for details of the new film dealing with ‘TACE’ for the inhibition of lactation. 


Merrell 
Research 


‘TACE’ is a registered trade mark of the Wm. S. Merrell Co. 
Distributed in Britain and Irish Republic by 


RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 
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A NEW APPROACH TO WOUND HEALING 


The use of STABILIZED TRYPSIN 


in the treatment of 


ABRASIONS 


BURNS 


IT HAS LONG BEEN KNOWN that 
the proteolytic enzyme Trypsin could 
resolve necrotic tissue and was in 
theory an ideal physiological agent for 
the treatment of infected wounds. Its 
instability has, however, until recently 
precluded its use fog this purpose. 
Lloyd-Hamol of London and Zurich 
have now succeeded in producing a 
cream, Biotrase, in which trypsin re- 
mains physiologically active for over 
a year. 


Biotrase also contains two new anti- 
septic agents, both of which are active 
against a wide range of gram-positive 
and gram-negative pathogenic or- 
ganisms. 


Biotrase digests purulent matter and 
leaves a clean granulating surface. It 
does not attack vital tissues. 


Samples and 
literature 
gladly sent 
on request 


LLOYD-HAMOL 
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LIMITED, 11 


Biotrase may be used wherever there is 
an infected—or potentially infected— 
breach of surface of the skin. Common 
conditions for its use include the fol- 
lowing: Wounds, second and third 
degree burns; infected and necrotic 
skin conditions, including pyodermias ; 
boils and carbuncles (following incis- 
ion); all types of ulcers. Biotrase has 
been found most useful in the treat- 
ment of varicose ulcers, providing 
these are not surrounded with avas- 








Indications for use 


cular tissue and not of long duration. 


Biotrase can be prescribed on Form 
E.C.1o. 


Biotrase is in 35 gram tubes at a 
basic N.H.S. price of 3/9d. 

Biotrase contains: Trypsin pur. 
0.16%: Calcium N-Hydroxymethyl- 
glutamate 5.00%; 2.2!-Thiobis-(4,6- 
dichlorophenol) 0.50% in Polyethyl- 
ene glycol. 


‘BIOTRASE’ is a 
registered trade mark 
of Lloyd-Hamol Ltd. 


WATERLOO PLACE, LONDON, S.W.1 
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Convalescence 
after Influenza 






FORMULA 
Vitamin B, (Aneurin Hyd. B.P.) 1 mg. (320 units) 
Strychnin, Hyd. B.P. ‘ . . 1-100 gr. 
Caffein B.P. ; : p . $ gr. 
Compound Infusion of Gentian B.P. . 40m. 
Sodium Acid Phosphate B.P. . : 1 gr. 


in-each two fluid drachms 


A most effective tonic, ANEURONE, is 
expressly formulated to assist nutrition, 
and rapidly improve the general tone of 
the system. The tonic properties of 
strychnine and caffeine are enhanced by 
the addition of Vitamin B, and Gentian, 
which promote the return of appetite 
and assist digestion. 

Adults: Two teaspoonfuls three times a day, in a little water, 10 
minutes before meals. Children: According to age. 
Packings—16 oz. and 80 oz. bottles. 


Professional samples available on request. 


a — PHILIP HARRIS LTD 


144 Edmund Street, Birmingham, 3 
Telephone: Central 4211 (§ lines). Telegrams: ‘‘Science, Birmingham"’ 





















pavacol 


TRADE MARK 








PAPAVERINE —CODEINE COUGH SYRUP 


Pavaco] combines the antispasmodic Adaprin tablets, containing acetomenaph- 
papaverine and the sedative codeine with thone and nicotinamide, relieve chilblains 


mild expectorants and demulcents. Well without the unpleasant side-effects asso- 
tolerated by children and adults for all ciated with the rapid vaso-dilatation of 
types of coughs, particularly when asso- nicotinic acid. 

ciated with *bronchitis, influenza and Treatment—2 tablets 3 times daily. 
whooping cough. Prevention—2-3 tablets daily. 


Literature and professional samples available on request. 


adaprin 











TRADE MARK 





TABLETS FOR CHILBLAINS 


am WARD, BLENKINSOP & COMPANY, LIMITED 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1. 
Telephone : HOLborn 5992/6 (5 lines.) Telegrams : Duochem, Westcent, London 
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NOW- 


a more 
grown-up 
food for the 
older 
baby 


JUNIOR 
| VEGETABLE & 
| BEEF DINNER 








Heinz Junior Foods 


When baby becomes a little too advanced for 
smooth, strained baby foods, but is not quite 
ready to join in the family meals—he needs Heinz 
Junior Foods. 

These finely minced and chopped foods are 
specially designed to tide baby over this “‘in- 
between” stage. 

Like Heinz Strained Foods, Junior Foods are 
prepared from the finest ingredients and cooked 
under strictly controlled conditions, with the 
maximum retention of food values. 


HEINZ” 
Baby Foods 


H. J. Heinz Company Limited, Harlesden, London N.W.1C 
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ON 
Mas cura 
la dieta 


que la lanceta 


A good diet cures more 


than the lancet. 
(Spanish Proverb) 


INCE we all suffer at some time, many 

of us all the time, from such culinary 
curses of the age as harmful food pro- 
cessing—days-old vegetables—an emascu- 
lated loaf—Supavite is good for everyone. 
But over and above that basic truism 
you will know many categories among 
your patients for whom a food supple- 
ment of the calibre and comprehensive- 
ness of Supavite is more than good—is 
maybe vital. Old people with inadequate 
shopping and cooking facilities, women 
in pregnancy and lactation, men under- 
going heavy physical stress, convalescents, 
patients who have no appetite or must 
diet, ailing children—Supavite is their 
manna in the wilderness. Any clinical or 
sub-clinical state involving (or likely to 
lead to) mild vitamin deficiency is a cry 
for Supavite, which contains not only the 
essential vitamins but also the trace- 
elements necessary both in themselves 
and for proper utilization of the vitamins. 


SUPAVITE 


VITAMIN TRACE-ELEMENT CAPSULES 


FORMULA P 
Each ORANGE Capevile contains: Each BLACK Capsule contains: 
Vitamin A - 60001L.U.s Vitamin B, .. _—- 
Vitamin D + 1,000 L.U.s. css mg. 

- Cupr. 5 

Vitamin O tn oo ons 
Riboflavine (Bs) .. .. 2mg. (Afang. Sulph. dried eg.) wae 
Nicotinamide .. .. .. 15mg. (Perr. Sulph. Baste. og.) , 
Vitamin E to os oe | OR e¢ Le 150 ug 
(G1. alpha tocopheryl acetate equiv.) (Cale. lod. eq.) 


THE ANGIER CHEMICAL CO. Proprietors: BRISTOL-MY ERS CO.LTD.,LONDON,S.B.1 
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HE value of ‘Ovaltine’ for the pregnant 

and nursing mother has long been recog- 
nized by physicians. This delicious food 
beverage has many qualities which make 
it eminently suitable for inclusion in the 
mother’s diet. 


‘Ovaltine’ contains malt, milk, cocoa, soya, 
eggs and added vitamins. It provides con- 
centrated nutriment in a palatable form 
which appeals to the most capricious appe- 
tite, and it is easy to digest and assimilate. 
In addition, it stimulates the supply of 
breast-milk and helps to keep the mother 
strong and healthy during the nursing 
period. 


You can confidently recommend your 
patient to take ‘Ovaltine’ during pregnancy 
and when she is breast-feeding her baby. 





. VITAMIN STANDARDIZATION PER 02. 
< Vitamin B,, 0.3 mg.; 
¥y Vitamin D, 350 i.u.; Niacin, 2 mg. 
‘ » 


A. WANDER LIMITED, 42 UPPER GROSVENOR ST, LONDON W.1. 








M401 Manufactory, Farms and ‘Ovaltine’ Research Laboratories: King’s Langley, Herts. 





[pnapuvp 


GSebsut... 


(SELENIUM SULPHIDE, ABBOTT) 






is the solution to oma Sampye 
the medical problem 
of DANDRUFF 


Obbott LABORATORIES LTD~- PERIVALE-GREENFORD- MIDDX. 


NNS 14S 
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“CHIRON” 
DISPOSABLE 
ILEO/COLOSTOMY BAGS 


LIGHT 
NO ODOUR 
SAVE DRESSINGS 





FOR: 
ILEOSTOMY 
COLOSTOMY 
FISTULA DRAINAGE 
etc. 


ALSO: 


Non-Adhesive model to replace Rubber Bags 
(Patent No. 743,535) 


DOWN BROS. and MAYER & PHELPS LTD. 
Surgical Instrument Makers 
32-34, New Cavendish Street, sec W.1 . 


FURTHER INFORMATION ON REQUEST 


IF THERE IS NO ORGANIC 
DISEASE TO ACCOUNT FOR 


ENURESIS 


Treatment by 


The **CHIRON’’ 
NOCTURNAL ENURESIS 
ALARM 


(Patent No. 772452) 
IS INDICATED 


THIS TREATMENT IS BASED ON 

PAVLOV’S THEORY OF CONDITIONED 

RESPONSE AND HAS PROVED SUC- 
CESSFUL IN 90% OF CASES 





SEE LANCET, 19 FEB. 55, P. 391 & 26 MAR. 55, P. 676. * 


Telephone: WELbeck 3764, 8573 























QUEEN wW 


Non Allergic 


BEAUTY PRODUCTS 


THE SAFETY FACTOR IN 

EVERY DAY MAKE-UP 
Queen beauty products form a complete range 
of toilet and beauty preparations, including 
lipsticks, specially for those women who 
have sensitive skins. Queen products con- 
tain no orris in any form, nor any other 
skin irritants AND ARE RECOMMENDED 
BY THE MEDICAL PROFESSION. 
Obtainable from John Bell & Croyden, tA 


\, ~*. 
Wigmore Street, W.1, and A v, 7 
other chemists. a’ ) 

C i} =". sn 








Write for Price List to:— 
BOUTALLS CHEMISTS LTD. 
60 Lambs Conduit St., London, W.C.1 












A Motorways Tour is Travel in the Grand Manner 


Motorways were the pioneers of Continen- 
tal touring holidays, and their wealth of 
experience shows itself in every detail of 
these luxurious cruises. For the best 
holiday of your life, see Europe with 
Motorways. 

Tours to all parts of Western Europe, Czecho- 
slovakia, Hungary, Morocco and Gibraitar. 
Write now for 1958 brochure to:— 


MOTORWAYS Ltd 


Dept. B/C, 85 Knightsbridge, London, 
S.W.1. Tel: SLOane 0422 or agents. 


MOTORWAYS | EUROPEAN MOTORWAYS 
First Class Motor 


See 
EUROPE 






armchair 


Luxury Motor | 


Pullmans Coaches 
14-30 days 15-24 days 
75-199 gns. 72-119 gns. 

















MANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 
BRITISH ASSOCIATION OF PLASTIC 
SURGEONS 
Reprinted from THE LANCET with an appendix 
These articles record the practice of surgeons who 
are treating burns every day and who see the good 
results of treatment that is carefully planned from 
the start. Here is their plan, fully but briefly set out. 


48 pages Price 2s. 6d. (postage 4d.) 


THE LANCET LIMITED 
7, Adam-street, Adelphi, London, W.C.2 














SPRINGFIELD HOUSE 


Phone: BEDFORD 3417 Near BEDFORD 
for MENTAL CASES (including the aged) 


Fees from Ten Guineas per week 
For forms of admission, &c., apply to the Resident Physician 
CEDRIC W. BOWER. 
INTERVIEWS IN LONDON BY APPOINTMENT. 


CHISWICK HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 
A private Nursing Home for patients suffering from all forms of 


Nervous and Psychological illness. Forty-four — of both sexes. A 
certain number of elderly patients received. All modern forms of treat- 


ment. Psychotherapy, Electroplexy, Modified Insulin, etc. Two country 
houses in adjoining grounds of 5 and 6 acres each respectively, 12 miles 
north-west of London. Frequent trains Baker Street Station to Pinner. 
One-quarter of a mile from Pinner Station. 

Apply to the Medical Director, DOUGLAS MACAULAY, M.D., D.P.M. 
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FOR NERVOUS AND 


ST. A N D REW’S HOSPITA L MENTAL DISORDERS 


NORTHAMPTON 


PRESIDENT: THE EARL 5 SPENCER 


MEDICAL SU PERINTENDENT? THOMAS TENNENT, M.D., F. R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
"WANTAGE HOUSE. This is «a Reception Hospital in detached grounds with a separate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders b 


the most modern methods; insulin treatment is available for suitable cases. It also contains Laboratories for biochemical, 

bacteriological, and pathological research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK. Two miles from the Main Hospital there are several branch establishments and villas situated in a park 

and farm of 650 acres, Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of 

Moulton Park. Occupational therapy is a feature of this branch, and patients are given every facility for occupying themselves in 
farming, gardening, and fruit growing. 

BRYN-Y-NEUADD HALL. The seuside home of St. Andrew's Hospital is beautifully situated in a park of 330 acres, at 

J f On the North-West side of the Estate a mile of sea coast forms the 


Llanfairfechan, amidst the finest scenery in North Wales. 
boundary. Patients may visit this branch for a short seaside change or for longer periods. The Hospital has its own private bathing 


house on the seashore. There is trout-fishing in the park. 
to the Me sdical Superintendent (TELEPHONE: Northampton 4354, 3 lines), who 
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For terms and further particulars apply 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 





A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 
Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 


BOWDEN HOUSE HEIGHAM HALL, NORWICH 





HARROW-ON-THE-HILL, MIDDLESEX PRIVATE MENTAL HOME for Nérvous and Mental illness. All types 
Established in 1911 = : oot Pees 1011 & 4772 | of treatment carried out. Accommodation for Alcoholics and Addicts 
. (Incorporated Association not carried on for profit) available’ Special Geriatric Unit now open. Fees from 7 gns. per week 

A private clinic for the treatment of the neuroses and nervous upwards according to requirements. 


disorders by psychotherapy and all modern physical therapies. 
Apply: MEDICAL DIRECTOR 


Apply to Dr. J. A. SMALL Telephone: Norwich 20080 





THE MEDICAL PROTECTION SOCIETY tumirep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION: £1 for first three years for newly qualified entrants and £2 thereafter 
Full particulars from the Secretary (Dr. AlistairFrench), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 

















Vacancies 
ACADEMIC AND EDUCATIONAL Page sox ag Royal East Sussex. Sr. GERIATRICS 
SECTION 5 - H.¢ : wa ix pee wen an He . . #-o: ws = 
Fo & Jist. Gen. Sr. H.O. |. 58 fast Anglian r. ei Ay 
Pe ag 53 | Maidstone. West Kent Gen. Sr. vie 0. 59 | Leeds RAB. Sr. HM.Q. 2° 0 :: 33 
Narre: ae? W 1h a Newcastle Unite osps. Asst. ys ochfor issex. "Gen. r. : 
St. Charles’, W.10. Sr. H.O. . 54 (Sr. Casualty Officer) 52 | Scotland. North-Eastern R. H.] b. 
Sake eet oc Cons. -- 52] North East Met. RAB. Reg. 54] Cons. 53 
Brighton. Royal Sussex County. NY 7 ‘Bax Gs & SF oi, od ss 2 
Locum Sr. H.O.  .. —.. *: 55 | Nottingham Gen. Sr H.0..; 60 | inpectious DISEASES 
Kast Anglian R.H.B. Reg. yee ee nas go | Cambridge United Hosps. Reg. 56 
» > > 4+ e Fly: 
fie — Gen. Sr. Reg. .. 57 | Romford. Oldchurch. sr. H.O. |: 60 | Plymouth. | Scott Isolation. H.O... 60 
alifax Royal Infy. Sr. H.O. = ae ~ Romford. Rush Green. ot . 60 
Hastings. H.M.C. Locum P.-t. Cons. 52 —- by-Sea. Southlands. Sr. 61 Sheffield. Lodge Moor. Sr. H.O. 61 
Leeds R.H.B. P.-t. Cons... -. 53 sattdn & Cheam. Sr. H. 0. ; 2° 61 Stoke-on-Trent. Bucknall. "3s. H.M.O. 61 
pee -» $8 | Swindon & Dist. H.M.C. Sr.H.O. |: 62 | MEDICINE 
tage Vet a: ee ma. <9 af oo Watford. Peace Mem. Sr. “a. ee Cups Middlesex, N.W.10. Pre-reg. 
Macclesfield, Sr H.O.. +s oe Welsh R.H.B. Sr. Cas. O 53 H.C 53 
North Wee Met, Reais. “Scie ™ 32 | cesT AND TUBERCULOSIS Hackney, w.9." Presigg. HO. 1 38 
Plymouth. South Devon & Kast Brompton, S.W.3. H.O.’s . 53 soree Kast ier. ex HO on Mat + 
Cornwall. sr. H.O. 60 | North Middlesex Hosp. & pn b orth Middlesex, Ne 8. Jr. HM 0. . 
Sheffield R.H.B. P.-t. Cons. : 53 | _ Chest Clinic, N.18. Sr. H.O. Se ana a 
Slough. Upton. Locum Reg. 61 aah R.H.B. Reg i . - 55 ona awe. Ho. ao thence in: 54 
south East Northumbertand’ H.M.C. Chester arrowmore. Sr. Gs aie 3 o a ag 
Jr. H.M.O. or Sr. H. 0. 61 | Leicester Isolation Hosp. & Chest Barnstaple. North Devon Infy. Pre- 
Ta — Canadian Red Cross Me Unit. Reg 58 en ). z ; <1 G8 
ma Mem. 62 | Salford. Ladywell. Jr. H.M.O. |: 61 | Birmingham R.H.B. Reg -- 55 
: > —— 4 - a gee . Carluke, a eee ge ion ‘Sr. H.O. 56 
Ww ukefiel fie Id. } inde rfie lds Ge n. Jr. ~ ee id Fay engt ‘a Chesterfield Royal. 8 r. HO. - 38 
“ ; ee 4 ° ° ewes Se Cuckfie Sussex. re- ; 
Ww — Ret, Hows Mc. ioe. |. $3 | EAR, NOSE, AND THROAT Derby. Derbyshire Roya Ae ong Pre- 
S.A. University of Minne ota Me ‘d South East Met. R.H.B. Reg. ool reg. H.O. or Sr. H.O. 57 
Center. Residence. * 63 ——— | we RY gen H.M., = vex 4 ae a reg. H. O. or sr. ’ 
« osps. Sr. Oo 55 Sr. H. F 5 
CASUALTY Ipswich & East Suffolk. H.O. > 58 | Hertford County. H. 0. 57 
Hackney, E.9. H.O... wi .. 53 | Liverpool. Walton. Sr. H.O. 59 | Huddersfield Roy al Infy. Pre-1 . H. 0. 58 
omy egg aay Seas ‘ +] a aes ~ Cosaty Ophthalmic P ae ee St. Luke’ . Jr. Ea .O. ef 
oyal Northern, N.7. eg. .. 5 an ura Sr 5 ord. ng George. re-reg 
Crewe & Dist. Mem. Sr. H.O... 56 | Southampton. Royal South Hants. Leeds R.H.B. Reg. 58 
Edgware Gen. Reg. . 57 & Gen. Sr. H.O 61 | Liverpool. North Liverpool "H.M.C. 
Edgware Gen. Sr. H.O. a :. 57 | Taunton and Somerset. H.O. 62 Jr. H.M.O. & H.C $8 
Grimsby Gen. Sr. H.O. ae .. 57 | Wolverhampton, Royal. Pre-reg. H.O. 63 « \ntlaacd “overleaf) 
49 
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Liverpool. Walton. H.O.'s. . 59 » Nottingham Child’s.. Sr. H.O. . 59), Chelmsford & Essex. Pre-reg. H.O. 56 
Maidenhead. Sr. H.O. o .. 59 | Portsmouth Group H.M.C. H.0.’*.. 60 Cheltenham Gen. H.O. a y. ao 
smeanetreugh. North Ormesby. Reading. Royal Berkshire. H.0O. 60 | Chester-le-Street. Gen. H.O. 56 

H.¢ - ie .. 59% | Sheffield United Hosps. H.O. 61 | Chichester Group H.M.C. Reg. 56 
Nottingham ‘ ‘ity. H.0O. pf .. 60 | Southampton Child's. H.O. .. 61 | Chichester. St. Richard's. Pre- -reg. 
Reading Area Dept. of Med. H.O.'s.. 60 | Southend-on-Sea Gen. H.O. 61 AM cs ie <i 56 
Roc afoed, Essex. (Gen. Locum Sr. Welsh R.H.B. R .. 62 | Colchester Group H.M.C. H.O. 56 

H.( ¥ 60 | Canada. Cc hildren’ s Hosp. Van- Derby City. p-reg. H.0.’s or sr. 
Komiford. Rush Gre en. Sr. H.O. a couver, B.C. Residents 4 ca @ H.O. : 56 
Salisbury Gen 0. o* se Derby City. sr. ‘"H.O 3 ae 
7 Canadian Red (Cross Mem. oa Mile End Hosp., E.1. Derby. Derbyshire Royal Infy. Pre- 

: -reg. .O. pe ¥ acta Locum Reg... . , . : 53 reg. .’s or Sr. H.O.’s 57 
Worthing. H.O. 62 Beverley. Westwood. Sr. H.O. 55 Dorchester. Dorset © ounty. ’ Pre-reg. 
NEUROLOGY Bolton & Dist. H.M.C. Sr.H.0. <. 35 H.O ve “ 57 
National Hosps. for Nervous Diseases. mean, Royal Sussex County. Enfield. | ‘hase Farm. ’ Pre- -reg. 7 0. 57 

Sr. Reg. y . : : 53 H.O. q: - a "* 55 | Farnborough, Kent. Pre-reg. H.0O .. 57 
North East Met. R.H.B. P.-t. Cons. 52 Bristol ‘Cossham Frenchay H.M.C. Hastings. Royal East Sussex. Pre: 
Leeds United Hosps./R.H.B. Reg... 58] Sr. ignecape Pca remy TR es ve ae 

uetend “United pay Locum sr. Heme no nennatned. ‘West Herts. : 
NEUROSURGERY R & Tem 5859 ‘0.'8 58 
Regional Nowresurete al Centre, 8.E.18, Pr a Gr. HO.” % 59 Hertford! County. Pre-reg. H.0. 37 
54 | Manchester v nited Hos * Sr. H.O. 59 | Huddersfield Royal Inty. H. 0. 58 
_—s x, ‘ossham/Frenchay H.M.C. 5g | Nottingham Se Sr. 59 ae. Victoria Hosp. for Sick Child. 

. “9% > " ie . ‘ee “4 , 58 
Liverpool. Walton. Sr. H.O. 59 eon W. Area “Bah, Ser: go | Huntingdon County. i.0. 58 
Middlesbrough. Hemlington. Sr.H.0. 59 Rochford ly LE *¢ hos, 60 | Ipswich & East Suffolk. ” Pre-reg. 
OBSTETRICS AND GYNZCOLOGY Scotland. W estern R.H.B. Sr. R 61 H.0.'s “7 OF ee 58 
Elizabeth Garrett Anderson. N.W.1. Sheffield United Hosps. sr. H.) ‘0. 53 | Lancaster Revel Infy. Sr. H.O. 58 

H.O 53 | South East Met. R.H.B. Cons. 52 | Leeds R.H.B. Regs... - 58 
Forest “Gate, E.7 Pre- reg. H.O. 53 | PHYSICAL MEDICINE Leigh (Lanes) Infy. Pre-reg. H.O.. 58 
German, E.9. H.O -. 53 | Cardiff United Hosps. Sr. Reg. .or Lincoln. County. Pre-reg. H.O. = 
Hammersmith Hosp. & Inst. of R wee =: . 58 ee age North Liverpeal HMAC. i 

Obst. & Gyn,, W.13._ H.0.'s 53 7 <* ss <3 ae H ‘ 58 
Hammersmith Hos Inst. of Obst. PLASTIC SURGERY Liverpool. Waiton. H.O. ay 

m p. & In k, : ‘ " 

& Gyn. & South East Met. R.H.B. North West Met. R.H.B. P.-t. Cons. 52 | Luton and Dunstable. H.O. .. 59 

Reg. .. 53 | PSYCHIATRY Maidstone. West Kent Gen. Pre- h 
Mothers” (salvation Army), E.5. Pre- Bristol Mental Hosps. (ons. Li reg. H. -. 59 

reg. H.O. ~. 54] Devon Mental H.M*. Jr. H-M.O.’s,. 37 | Manchester R.H.B. Reg. .. 59 
North East Met. R.H.B. Reg. .. 54] Dundee. Westgreen Mental. Jr. Newbury Dist. Sr. H.0. 8 459 
Barrow-in-Furness. Risedale Maty. M.O. “p _. 57 | Newcastle R.H.B. Reg. 59 

Sr. H.O. a .. 55 | Epsom, Surrey. Horton H.M.. Newcastle R.H.B. Reg. 3° 59 
Birmingham. Heathfield Kd. Mater- Regs. .. er .. $7 | Nottingham Child's. Sr. H.O. 59 

nit osp. 55 | Leeds R.H.B. Sr. H.M.O ** 53 | Nottingham City. H.O. ia 
Birmingham. United Hosps. Reg. 55 | Leicester. Towers Mental. “Jr. H.M.O. 58 | Nottingham Gen. Pre-reg. H.0.'s .. 60 
Bishop Auckland. Gen. H.O 55 Lichfield. St. Matthew's. Jr. H.M.O. 59 Sree Srey H.M.C.  Pre-reg. 
Canterbury. Kent & Canterbury. H.O. 56 | North East Met. R.H.B. Sr. HMO. 532 H.O .. 60 
Carlisle. Cumberland Infy, City Gen. North East Met. R.H.B. Reg. 54 Hendin. Royal Berkshire. H.0, 60 

& City Maty. Hosps. H.0. . 56 | Norwich. Little Plumstead. Mental Rhyl ~ ig Alexandra. H.O0. .. 60 
Chertsey. St. Peter's. Sr. H.O. or Deficiency Hosp. Jr. H.M eo | Richmond, Surrey. Royal. Sr. H.O. 60 

Pre- H.O. 56 | Norwich. St. Andrew’s H.M. oy Jr. Romford. Oldehureh. H.O... i. ta 
Derby. Derbyshire Hosp. for Women. .M.O. = a ai _. 60 | Romford. Rush Green. Sr. H.O. .. 60 

-reg H.O. or Sr. H. 57 | scotland. Northern R.H.B. Reg. .. 61 | Salisbury Gen. H.O. .. _ .. -. 8 
Hastings. Buchanan. H.0. . . 3 Scotland. Western R.H.B. Sr. Reg... 61 Southampton. Royal South Hants. o 
ngdon x O.’8 . 5 Shrewsbury. Shelton Mental. Jr. Cp ae es s - +e 
Liverpool. Walton. &r. H.0."s a wn 4 _ .. 61 | South East Met. R.H.B. P.-t. Cons... 52 

Manchester United poeve. Sr. H.O.’s 59 Sutton. 5 ery Reg Pa 62 Southend Cien. bean f Sr. H.O. & 

Newcastle R.H.B. 59 | Wakefield. Stanley" * Royd. Jr. H.0. .. - 61 
Nottingham. Firs Maternity. .H.0. 60 H.M.O. or Sr. H.O.. 62 Swansea. Sr. H.O. 62 
Reading Combined ~~ 60 | Wickford, Essex. Runwell. Sr. H.O. 62 | Taplow. Canadian Red Cross Mem. 

Sheffield United Hosps. HO. 61 | Worcester. Powick. Jr. H.M.O. 63 “Teg. 62 
Walsall. Manor. H.O. . 62 | Northern Ireland Hosps. Auth. Regs. 63 | Ta low. Canadian Red Cross Mem. os 
OPHTHALMOLOGY RADIOLOGY nikenas Meeker iti 63 
Brighton. wy BS a. oO. 55 | North West Met. R.H.B. P.-t. Cons. 52 | Watford. Peace Memorial. H.0O. 62 
Leeds R.H.B. M.O.’ 53 | Aberdeen Gen os B.O Reg. 55 | Welsh R.H.B. Locum Sr. Reg. i a 
Newcastle R.H. B H. M. Oo. 52 | Birmingham R.H.B. Bee. . aide Weston-super- -Mare Gen. Pre-reg. 

es Royal Victoria Eye & Kar. a Group H.M.C. Locum $8 H.O. 62 

.f 63 ‘ons. . . o< ‘ ‘4 ; 

entneomeeres Leeds United Hosps./RUH.B. Sr. Reg. 58 | BRP. _Royal Albert Edward Infy. 
Hammersmith Hosp. & P.G. Med. mae South-Eastern R.H. 61 Winchester. Royal Hants County. * 

School, W.12. Reg. 5 — . eX er 
North East Met. RH B. Regs... 34 sheffeld k. a. B, cons, beac ¢ = W olverhampton. Royal. — Pre-reg. " 
Nort fest Met. R.H.B. .t. Cons. ! = 7 ae - on 43 ot 3 
Ro iy goon Orthopredic, W.1. RADIOTHERAPY Wrexham. Maelor Gen. Pre-reg. H.O.’s 63 

pb 7 A 2 . 
t Py > .. $2 | University College Hosp., W.C.1. Sr. Wrexham. War Mem. Pre-reg. H.0O.’s 63 
Royal. National Orthopedic, W.1. Reg. .. 54 | Northern or Hospitals Author- 

Sr. Reg. >. ad .. 54 | Manchester. Christie’ Hosp. « Holt ity. 63 
Beverley. Westwood. H.O. & Locum Radium S, Sr. H.O 59 | B.W.1. “ts niversity Collere Hosp. : 

Sr O. or H.O. .. a .. 55 | RHEUMATOLOGY Reg. 63 
Birmingham. Royal Orthopredic. Taplow. Canadian Red Cross Mem. THORACIC SURGERY 

Locum Regs. = : -. 55 .O. 62 | South-East Regional Thoracte Surgery 
—— Angus. Stracathro. Pre-reg. Taplow. Canadian Red Cross Mem. Unit, S.E.18. Sr. H.O. 54 

H.C . . -- 55 ocum Reg. ' 62 | Birmingham. Yardley Green. Sr. H.0. 55 
Brighton Gen. H.O. °- a6 -- 55 | SURGERY Harefield Hosp. Regional Thoracic 
Srpaprere Gen. P.-t. Clin. Asst. — Mile End, E.1. H.O.. 53 Surgery Unit. R ‘7 

(G. 55 | Neélson, 8.W.20. H.O.. Zé 54 | Leicester as fosps. & Chest 
( ‘arlisle. Cumberland Inty, € city Gen. North East Met. R.H.B. Regs 54 Unit. Sr. H.O , FU 

+ Sy Bate, Soees. Ee *6 | St. Andrew's, E.3 H.0.'s 54 | UROLOGY 
Carluke, Lanarkshire. Law. Jr. Mary's, W.2. P.-t. Sr. H.O. 54 | St, Peter's, st. Paul's & St. Philip's, 
Edinburgh. Princess Margaret Rose St: Nicholas, os oe) WLS. &. om &6 
Lente. tat ee. io. |. 25 | Whittington, N.19. Reg OE Pg) ag a 
uancaster Royal In r. f ~ ary’s, 

Cuperd. Nuffield Orthopadie | ra , — n-Furness. North Lonsdale. 55 | Newcastle R.H.B. sre H.M.O. 52 

Sr. H.O. . - 80 | Bedford Gen. H.O. 55 | GENERAL 
Reading. Buttle. HO. 60 Birmingham Accident. HO... 55 | St. Charles’, W.10. Sr. H.O. .. 54 
Sheffield. ” City Gen. Pre- reg. H.O. 61 Birmingham R.H.B. Cons 52 
Sheffield United Hosps. 61 | Blackburn & Dist. H.M. c. “H'0.’s oe PUBLIC APPOINTMENTS 63 
ee a Hants. g; | Bournemouth. Royal Victoria. “u.0. 35 | GENERAL PRACTICE 64 
south East Met. R.H.B. Reg. 61 | Brechin. Angus. Stracathro. Pre-reg. _. | NON-MEDICAL 64 
Tunbridge Wells. Pembury. Sr. H. Oo. 62 Caer hilly’. H. O. 56 MISCELLANEOUS 64 
PZDIATRICS Cambridge United Hosp, Bag 56 
St. Thomas’s, S.E.1. P.-t. Cons. .. 52 | Carlisle. Cumberland Infy, C Gen. The terms and ‘Conditions of Service of 
enw Special Ricks. B.O.M. Sr. F city Maty. moray Sr. _& - ms fe Gl neake and peas | mg A 

s<. oo os N. 
Ashton, Hyde & Glossop H.M.C. H.O. 54 | € ‘arluke, Lanarkshire. Law. H.O... 56 | otherwise “Cancagsing diogual ies, but 
A lesbury. Stoke a H.O. 54] Carmarthen. West W: -~ Gen. Sr. candidates may normally visit the 
Lincoln. St. George’s. : oe H.O. & Pre-reg. H.O .. 56 | by anpointment. 
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BOARD ELECTION 
NOTICE is hereby given that an election of 1 Fellow to fill the 
vacancy on the Board will lace at 2.30 P.M. on WEDNESDAY, 
12TH MARCH, 1958. The follo are the candidates :— 
HARBORD, RICHARD PENN (Fellow 1948). 
JARMAN, RONALD (Fellow 1948). 
BELAM, OSWALD HENRY (Fellow _ 
BOYLE, ANDREW KERR (Fellow 1953 
ENDERBY, GEORGE EDWARD HALE "(Bellow 1953). 
ScurrR, CYRIL FREDERICK (Fellow 1 


Lincoln’s Inn-fields, London, W.C.2. — 
YAL LL Ysici 


CICELY DELPHINE WILLIAMS, D.M., F.R.C.P., will deliver the 
MILROY LECTURES ON TUESDAY, 4TH FEBRUARY, and THURSDAY, 
6TH fe men gr 1958, at the Coll Pall Mall East, S.W.1. 

Subject : ‘‘ Social Medicine in eveloping Countries.’ 

Any eh air of - medical er admitted on presenta- 
tion of doctor’s By order of the President, 

HAROLD BOLDERO, Registrar. 
GRESHAM COLLEGE, Ba aqnes erect, London, E.C.2 
Tel. MONarch 2433 


LECTURES by Prof. J. D’SILVA, D.Sc. R.c.P. (Gresham 
gusteaee in Physic), on deo ste rs in ‘Medical Research ”’ on 
MONDAY~THURSDAY, 27TH-30TH JANUARY. 

The lectures are free and begin at 5.30 P.M. 
ROYAL NSTIVUTE OF ive ~ HEALTH 


A 5-month DIPLOMA IN INDUSTRIAL HEALTH COURSE will 
commence on 7TH FEBRUARY, 1958, leading to the D.I.H. 
Examination of the Society of ‘Apothecaries of London in July, 


1958. 
Applications to The Deans 23, Queen-square, W.C.1. 
oo INSTITUTE OF DERMATOLOGY 
ST. JOHN’S HOSPITAL FOR DISEASES OF THE SKIN 
Lisle-street, Leicester-square, London, W.C.2 


CONSULTANT DERMATOLOGISTS REFRESHER COURSE from 
14TH-18TH APRIL, 1958. 
Particulars from and applications to the Dean by 21st March. 
PRIMARY F.F.A.R.C.8. 
JUNE, 1958 


aa covese OF EVENING TUTORIALS IN ANATOMY, PHYSIOLOGY, 
HARMACOLOGY will be held at Lambeth Hospital, S.E. 11 
(Blephant and at from 10TH MARCH to 30TH May, 1958. 
For details a : F seamapmeaiey Department of Anssthesia, 
Lambeth Hospi My. E.1 
“LONDON SCHOOL oF HYGIENE AND TROPICAL 
MEDICINE 
DEPARTMENT OF MEDICAL STATISTICS AND EPIDEMIOLOGY 


A COURSE in the Application of Statistical Methods to Medicine 
and Epidemiology 1 be held in MARCH to JUNE, 1958 (upon 
TUESDAYS and THURSDAYS from TUESDAY, 4TH MARCH to TUESDAY, 
24TH JUNE inclusive, from 10 a.m. to 3 P.M.). Students without a 
medical qualification can be accepted. Details of the syllabus = 
this course can be obtained on request. Fee for the course 


15 
Applicat ons for admission must be made to the Registrar, The 
lee on School of H e and Tropical Medicine, Keppel-street, 


W.C.1, before 15th 
SOCIETY OF F APOTHECARIES OF LONDON 


IPLOMA IN INDUSTRIAL HEALTH 
The next Bugekaation will ON MONDAY, 7TH JULY, 1958. 
ms followi en will — in DECEMBER, Sad 
Pp: Registrar, ecaries’ » Black 
Friars-lane, Lendee. ss a. ay 


Lt 
FACULTY OF MEDICINE 
DEPARTMENT OF ANASTHESIA 


A COURSE OF POSTGRADU. INSTRUCTION IN ANASSTHESIA 
limited to 12 students, will te conducted at the University ot 
Liverpool lasting for 1 academic year and n yemne ge a 
OCTOBER, 1958. This co aren gives theoretical an 
petryotien to students intendii to f ~hnk the Feslowenlp of of of the 


Faculty of Anesthetists. For of 
experience, the students will be found suite Suitable ap ieteonte in 





F. Davis, Secretary. 
OF LONDON 






































reqaguises General Hospitals within the Liverpool area. 
e fee for the course is £75. 
Ap — ee may . es i f fon, the ae ay = 
iv" Trpoo , 
should be HE not later than ist h, 1958. bee 


MA IN BA 
The COURSE Fd the Di Diploma in Bacteriol Fy waathven full-time 


attendance in the Department of Bacteriology for 1 academic 
ear (Gotober Ju une). It is suitable for these who have qualified 
rinary medicine or other branches of science 


related to bacteriol The course includ eral and system- 
= ogy. os a and system 


imm 1 
Rg myookey and statistics. bai etn 
All candidates must present evidence of previous training 
epgcoves by cae as satisfactory for tor etuniodon to the course 
sh articulare my bony ~ po featio (73 -y 
0} of aj m ma. 
from the Secretary Bacteri 4 rn 


, Department o ology, York-place, 





GLASGOW POST-GRADUATE meee EDUCATION 
COMMITTE 





REFRESHER COURSE FOR GENERAL PRACTITIONERS 
REFRESHER COURSE will be — from 19TH to 31sT MAY 


1958. The greater part of the Course will comprise clini 
ee, ward visits, and lectures in General Medicine, 
General Su and Obstetrics, but sessions Infectious 


on 
Diseases, Child Health, Dermatology, Ophthalmology, &c., will 
also be included. The fee for pract tioners ineligible lor Govern- 
ment grant is 10 guineas. 


CHEMOTHERAPY 
A short 2-day COURSE on the principles and b epamection of of 
Chemotherapy in acute and chronic ections 


Ruchill Hospital, Glasgow, on 22ND and 23RD MARCH, 1958. 
On each day, instruction will be given from 9 a.M. to 5 P.M. 
and will consist of lectures, clinical demonstrations, cominnt 
discussions and demonstrations of laboratory practice. The 
Kf practitioners ineligible for Government grant is 2 
gu 
Admission to either of the above Courses is limited and early 
application should be made to the Director of Post-Graduate 

edical Education, The University, Glasgow, W.2. 

CLINICAL ATTACHMENTS 

The Committee is prepared to consider applications - - 
graduate instruction from —— os tor higher df loma. 
An accepted applicant w hed an approp! unit 
in a Glasgow teaching hospital for any parted up to 3 months, 
where he will obtain intensive clinical e lence by sharing 7 
the day-to-day routine of diagnosis and eae The fee is 
£5 Fan month. 

Applicants should write to the Director of Post-Graduate 

Medical Education, The University, Glasgow, 
qualifications and professional ¢e: rience, and’ enc! 
testimonials from Senior Clinicians with whom they have recently 
been associated. 


SHEFFIELD REGIONAL HOSPITAL BOARD 








RESEARCH PRIZES 
The Board announce that, following consideration of the 
entries received for their Research Prize competition ome © 
> ise fe a BER, 1957, they have awarded p: of 250 to 
the follo 
Mr. D. "Ant Cc. ‘RED, Senior istrar in nes Derby- 
shire Royal Infirmary and H Ha How Wood 0 rthopeedic joa 
~~ his eatey entitled © ws; ruction 
r. A. A. EARN, Seemaaie ie be meg 8 Obetetiics and G 
M.. “Leicester General Hospi for his entry untitled © 
births, following antimicrob al therapy for infertility 
with proven genital tuberculosis 
L. W. FAULKNER, Secretary to the Board. 
Sheffield, 13th January, 1958. 
ST. THOMAS’S HOSPITAL MEDICAL SCHOOL. Me i 
cations are invited for the post of SENIOR LECTURER in 4 
Department of Bacteriology. The initial salary will 
the age and previous experience of the a: applicant, but will be 
— £1650 and £1950, with particip in the FSS.U 


schem 
A slications, stating age, experi- 
enan tegeth her with the names ont 3 gy owe should bs e sent as 


soon as possible to Professor RONALD HARE ‘trom whom 
details of the appointment may Pe obtained. 


UNIVERSITY OF LONDON. 








lications are invited for 
pOWaniPs 1o iecboenist INDus ty, Chemotherapy nin: 
n Bioc a. 
ysics. The Fellowshi; 


coring, Motalinrgy, Pharmscclog?, 
be within the Fat range of £800 $00" Fae, ont will 47 
tenable. fom lst OCTOBER, 1958, for ‘amily allowances 


Detailed regulations and application forms may be obtained 
from the Academic trar, University of London, Senate 
House, W.C.1. Applications must be received not later than 
30th April, 1958. 





UNIVERSITY OF LONDON. hg ore invited f 
a TURNER ae NEWALL Res LOWSHIP in 
mt Fellowship 


wil be within th the aaah at mnisry or Phyete, p.a. and will 


be 
1sT OCTOBER, 1958, for 3 years. Family allowances 
br KD 


tailed ‘Feeulations and application forms may be obtained 
from the -Academi University of "London Senate 
House, W.C.1. Applications must be received not later than 
30th April, 1958. 
UNIVERSITY OF mah tne Kentucky, U.8.A. 
aa tray td ; oes ions are from 
British medi: act Nore | are . Male or Female, for:— 
(a) A TEACHI ‘3 as 
b) U E OFFICERS to the resident staff (of 
Aa, Sapper pct 
renewable after 1 


year. 
local pear ey weet Saliats bases eopaiet- 
ear 0) an ears - 
ments Reesistees ered le). available t 
upon eo. Rendont staff applicants should have com- 
P ly neral House Officer’ tments, Ann: 
$1000. Once: ear resident; $18 
with usual emoluments. A: I 











Preference given to 
home after the appointment. 


Fulb right Traveling 1 Fund shoul mld be 
ve sho' 
of the be ete i bi, jbondon a 
pe vot ¢ oath-29th February for in 
listed. Ap a should Ban magi t = carriculum. vi 8 
the “Department ALEX J. STEIGMAN, University of 
Kaneay U.S.A. 
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THE UNIVERSITY OF LIVERPOOL. Applications are 
invited for the post of LECTURER or SENIOR LECTURER 
in the Department of Tropical Hygiene in the School of Tropical 
Medicine, at an initial salary within the range £1200-£2000 p.a. 
for a Lecturer and £1800-£2000 p.a. for a Senior Lecturer, 
according to qualifications and experience. 

Applications, stating age, academic qualifications and experi- 
ence, together with the names of 3 referees, should be received 
not later than 3ist March, 1958, by the Registrar, froom whom 
further particulars of the conditions of appointment may be 
obtained. 

Hospital Services: Senior Appointments 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

Part-time CONSULTANT NEUROLOGIST to Tottenham 
Group of hospitals for 2 sessions a week. Main duties initially 
at Prince of Wales’s General Hospital, N.15. 

Part-time CONSULTANT ANASSTHETIST to 
District Hospital, Brentwood, Essex, for 3 sessions a week 
(fixed sessions : Wednesday  apcanonncen Thursday morning and 
alternate Saturday mornings 

Full-time ASSISTANT BkYC HIATRIST 
Medical Officer grade) at Warley Hospital, 
House available. 

Applications (6 copies), and names of 3 referees, should reach 
the Secretary, 114, Portland-place, London, W.1, by Saturday 
22nd February. 








Brentwood 


(Senior Hospital 
Brentwood, Essex. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. Whole- 
time CONSULTANT SURGEON, Dudley Road Hospital, 
——- + Higher qualification and wide surgical experience 
essentia 
Applications (15 copies), stating age, qualifications, nationality, 
Reoreta and previous appointments, and details of 3 referees, to 
seeemeny, 10, Augustus-road, Birmingham, 15, by 25th February, 





COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for post of joomm, © CON- 
SULTANT RAD ng pps N based on unt 
Hospital, Colchester, for the period 28th June—17th we erred 
Applications, with copies of 3 testimonials, to Group ‘Secre- 
tary, Colchester Hospital Management Committee, 14, Pope’s- 
lane, Colchester. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ASSISTANT PHYSICIAN in Geriatrics (whole-time), Norfolk 
and Norwich area. Main hospital is West Norwich Hospital, 
where the Geriatric Department is the pivotal point of the area 
service under the Consultant Physician in Geriatrics. aya 
qualification, good experience in gene di and 
espegunee in geriatrics desirab Salary scale £1653 “158.- 
Applications (8 copies), stating age, experience and the names 
of 3 referees, to the Secretary of the Board, 117, enone. 
Cambridge, by 10th February, 1958. Candidates are invited t 
visit hospitals concerned by direct arrangement with Hospital 
ee Committee Secretary, Norfolk and Norwich 
ospital. 








NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 
oot z.. ONSULTANT ANAZSTHETIST, whole-time or maximum 
Edgware General Hospital, Edgware, Middlesex (638 
fens "Duties will include emergencies at Bushey Maternity 
Hospital (50 obstetric beds). 
Appioation. before 24th February, 1958. 
SONSULTANT ORTHOPAEDIC SURGEON, 2 half-days 
a week, St. Charles’ Hospital, en gs > Ni W.10 (575 Beds). 
Ap lications before 26th Febru 
bc ONSULTANT PLASTIC aU RGEON, 7 half-days a week, 
St. 5 harioe’ Hospital, Ladbroke- ert W.10 (575 Beds). 

Applications before 3rd March, 1958. 

4. CONSULTANT RADIOLOGIST, 2. half- -days a week, 
West End Hospital for Neurology and Neurosurgery Dean- 
street, W.1 (35 Beds). Candidates should have experience in 
neuroradiology. 

—- before 5th March, 1958. 

— may be visited b direct sapelinens. 

i ication forms obtainable from and returnable to Secretary, 
North dag ® Metropolitan Regional Hospital Board, 11a, Port- 
land-place, W. 

ROYAL NATIONAL Neer ae HOSPITAL, 234 
Great Portland-street, London Ryeontioes are invited 
for the post of Part- -time "GONSU Ltt ORTHOP2ZDIC 
SURGEON AND ASSISTANT CLINICAL DIRECTOR (8-9 
cmmena), duties to commence as soon as possible after 12th April, 
195 

Applications, stating nationality, date of birth, qualifications, 
dates and details of present and previous appointments, together 
with names of 3 referees, to be addressed to the House Governor 
not later than 26th Ponresey. 

ROVAL NATIONAL O P H 
Great apy? street, Lenaen, WE. 








1 L, 
pptcattene are invi 


for the ointment of Part-time oon ULTA ORTHO- 
PZDIC si GEON with special responsibility for head 
(2 sessions), duties to commence as soon as possible after 2th 


April, 1958. 

Applications, stating nationality, date of birth, qualifications, 
dates and details of present and previous appointments, together 
with names of 3 referees, to be addressed to the House Governor 
not later than 26th February. 

UT ul i] = 
PITAL BOARD. pretense are invited for = s pointment as 
Whole-time REGIS TRAR in E.N.T. 8 ry to @ vacancy in 
the approved trainee establishment in the Woolwinh Group of 
hospitals. The 7 will be vacant } A Ist April, 1958. he 
—* will be in accordance with the terms and conditions 

service of hospital medical and dental staff (England 
Wales) and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together _ the names and 
addresses of 2 referees, to be sent to the trars 
Committee, South East Metropolitan Regional | Hospital Board, 
11, Portland-place, W.1, not later than 8th February, 1958. 


aT. THOMAS’S HOSPITAL, London, §.E.1. Physician 


and 





to the Pediatric Department. Consultant status, with membershi 
of the hag Committee. 


Octobe 
Applications (12 copies), nomies 3 referees, to Clerk of the 


Governors by 1éth February, 1 


4 sessions per week. Vacant 13t 





T. THO HO 
Consultant mos with membershi 
6 sessions per week. Vacant 12th November, 1958. 
Applications (12 copies), naming 3 referees, to Clerk of the 


Governors by 14th Fe rues 1958. 
BRIS out estern 


REGIONAL HOSPITAL BOARD. Applications are invited for the 
appointment of a Whole-time CONSULTANT PSY CHIATRIST 
to the Bristol Clinical Area. The successful candidate will wor 
mainly at the Bristol Mental Hospital, Fishponds, = ma 
required to visit other hospitals in the clinical area as di ealeah 
by the Regional Board from time to time. No house S available 
but there may be a small flat at Fishponds H q 
Applications (12 copies), > mating date of birth, qualifications 
and experience, together with the names and dresses of 2 
referees, should be sent to the Secretary « the Regional Hospital 
peered. 27, wae Park-road, Bristol, 8, not later than 15th 
ebruary, 


PITAL, London nessthetist. 
of the - Medical Committee. 
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HASTINGS HOSPITAL MANAGEMENT COMMITTEE. 
Locum CONSULTANT ANASTHETIST required for 9 sessions 
weekly as from 17th February, 1958, for a period of not less 
ey weeks. 
Apply in writing to the Group Secretary, 11, Holmesdale- 
gardens, Hastings, together with copies of current testimonials 
or names of 2 referees, by not later than 3lst January, 1958. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Assis- 
TANT OPHTHALMOLOGIST (Senior Hospital Medical Officer), 
whole-time, or maximum pe art-time for 9 notional half-days per 
week, for Sunderland and Hartlepools Groups of Sag ar] 
hospitals Sunderland Eye Infirmary (60 Sunderland 
Royal Infirmary (300 Beds), Sunderland General tospital (444 
Beds), General Hospital, West Hartle pase (468 Beds), Hartle- 
ools Hospital (11 Beds). rou on served : Sunderland 
62,630 artlepools 132,110. articulars from Senior 
Ophthaimic Surgeon, Clinic No. erland Eye Infirmary, 
Sunderland. 

Applications, with names and addresses of 3 waerens.. to Senior 
Administrative Officer, Regional Hospi Board, 
pa rote Newoeete ppon Tyne, .. within 38 aa. 





4 


ssis- 
TANT VENEREOLOGIST “denier Hospital Medicai Officer), 
whole-time or maximum part-time for Newcastle upon Tyne 
Group of hospitals and associated clinics in district—main 
hospital Newcastle General (800 Beds). 
Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, 
eT Newcastle upon Tyne 6, within 28 dave. 


L 
aa HOSPITALS. Applications are invited for the whole-time 
pe apnrnene of er ENT ASSISTANT PHYSICIAN (graded 
for the perposse 3 f salary as Senior Casualty Officer), tenable at 
the —e ictoria fnarimers. The Se is or I 1 year in 
instance and may be renew spacinn of 4 yd 
The eandidate may have clinical responsibilities 
one oft the medical wards and will be responsible for the day-t0-4ey 
supervision of the Casualty 7 hg my a artment. The 
appointment will be sub, cot to the te conditions of 
ang of hospital oy ae in the National Health 
Applications, giving full details and the names and addresses of 
3 referees, should be sent to the undersigned within 2 weeks of 
the appearance of this advertisement. 
A. W. SANDERSON, House Governor and Secretary. 
Royal Victoria Infirmary, Newcastle upon Tyne. 
SOUTH EAST eee oe geen genre a ~~ pal 
PITAL BOARD. Apples cations are invited f an sppetntnes 
Part-time CONSULTANT GENERAL SURGEO rg eat 
half-days a week in the South-East Kent eS oe hospitals. 
The successful candidate will be required the area. 
Candidates must a have had a wie 4 rr rience in general surgery 
oe The ———_ 





and be Fellows of a Royal College of 
will be in accordance with the terms and conditio 
of hospital medical and dental staff (England and Wales). 
Candidates may visit the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications and experi- 
tails of ee ae appointment and war service, 


ence, including de 

together ey A 2 te and to the 
amma EES Appointments Committee, 

Metropolitan Regional seg 7 Board, 11, deed vines, w.l, 
not later than 8th February, 1958. 

SOUTH EAST METROPOLITAN Wham yretmor HOSs- 
PITAL BOARD. Applications are invited for an otional haf as 
ee a in Pathology (whole-time or 9 notional half 
sessions wee 


to the Isle of Thanet Group of hospitals. 
successful F contiaete ima y be associated for tS duties with the 
laboratory at the Kent and Canterbury H (Canterbury 


Grouo) bey M the np, Candida _ of the work te r the Isle 
of Thanet Grou tes must have had a wide 

in potnaics? 

bacteri 





Ler nee & in chemical pathology and/or 


th a special university degree or m p ofa 
Ay | Physicians is desicable ‘Applicants may visit 


Apply. stating nationality. qualifications and 
ence, ther with the, m ef present a spelbument and of war 
qoevien. —— with the names and t appoint of 3 referees, to 
ntments Committee, South Fast 


the Secretary 
eeepiittes Rh tal Board, 11, Portlana- -place, W.1, 
not later than 8t Dobrusey, 1958. 
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LEEDS REGIONAL HOSPITAL BOARD 

CONSULTANT in Anesthetics (maximum part-time sessions ). 
Hospitals in the East Riding of Yorkshire—mainly at Westwood 
Hospital, Beverle 1 session at Hull Royal Infirmary. Person 
appointed to resi e in Beverley 

Thole-time ASSISTANT GERIATRICIAN (Senior Hospital 
Medical Officer scale ) for duties at hospitals in the Leeds A and B 
Groups (933 Beds). The successful candidate will work under the 
Consultant Geriatrician, and will be required to reside in or near 
Leeds. There is an organised Area Geriatric Service in existence. 
The post offers good experience to candidates of Senior Registrar 
(or equivalent status) in general medicine who may decide to 
speci in geriatrics, and there are excellent opportunities for 
gaining experience in rehabilitation and physical medicine. 

Whole-time or Part-time ASSISTANT OPHTHALMOLO- 
GISTS (Senior Hospital Medical Officer scale) for duties at the 
Royal Eye and Ear Hospital, Bradford (3 sessions), and School 
Clinics at Bradford and the adjacent West Riding Areas (3 
sessions), and Dewsbury (1 session). The Board is prepared to 
consider applications from suitably qualified and experienced 
practitioners either for whole-time or for part-time employment. 
Applicants for part-time work should state the maximum number 
of sessions which they can undertake. 

Whole-time ASSISTANT PSYCHIATRIST (Senior Hospital 
Medical Officer scale), Broadgate Hospital, Beverley, and asso- 
ciated clinics at Beverley, Driffield and Hull. Married accom- 
modation may be available. Candidates should normally hold a 
D.P.M. but applications will also be considered from candidates 
without previous experience in psychiatry who hold a higher 
medical ————. have had wide experience in general 
— n the Senior Registrar grade and intend to obtain a 

D.P.M. and specialise in psychiatry. 

Applications (12 copies), stating age, qualifications and details 
of present and previous appointments with dates, and names and 
ad of 3 referees, to The Secretary, Park-parade, Harro- 
gate, by 11th February, 1958. 

SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of whole or 

maximum part-time CONSULTANT PHYSICIAN for duty 
with the Regional Geriatric Service. 

Applications, eae with the names of 2 referees, should be 
forwarded by 20 ° February, 1958, to the Senior Administrative 
Medical Officer, 1, Albyn- placed, Aberdeen, from whom further 
particulars and a form of application may be obtained. 





SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time or maximum Part-time CONSULTANT RADIOLOGIST 
required for the Rotherham Group of hospitals. 

Application forms and further details from the Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
+ aeaarmac Sheffield. Forms to be returned by 24th February, 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whoie- 
time or maximum Part-time CONSULTANT RADIOLOGIST 
required. Duties mainly in hospitals in the Mansfield area. 

Application forms and further details from Senior Administra- 
tive edical Officer, Sheffie Regional Hospital Board, Old 
+ Seiimaats Sheffield. Forms to be returned by 24th February, 





SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT ANASTHETIST required for the 
ay General Hospital and Wharncliffe Hospital, Sheffield. 
pplication forms and further details from Senior Administra- 
edical Officer, Sheffield Regional Hospital Board, Old Ful- 
ood-road, Sheffield. Forms to be returned by 17th February, 1958. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
ABRISTANT ¢ mvited for the appointment of Whole-time 
ASSISTANT CHEMICAL PATHOLOGIST (sal in accord- 
ce with Senior Hospital Medical Officer scale) in the above 
Teaching Hospitals. Experience of general pathology and of 
chemistry is essential; a higher medical qualification is desirable, 
as is a scientific qualification. 
Applications, with the names of 3 referees, to be sent to the 
Chief Administrative Officer, United Sheffield Hospitals, West- 
street, Sheffield, 1, not later than 8th February, 1958, from 
whom further details may be obtained. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT RADIOLOGIST required 
Cardiff Hospital Management Committee area immediately for 
approximately 2 months. 
aedical Oiicer. naming 2 referees, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 
REGIONAL HOSPITAL BOARD. Whole-time 
SENIOR CASUALTY OFFICER required at Caerphilly District 
eed Hospital, in the Rhymney and Sirhowy Va poen ge Hospital 
Managemen Committee area. Commodious flat at 
reasonable rent. Salary within range of £1653 = 22126 5s. 
Tenure of appointment for a period not exceeding 4 years. 
Dpetcotions (12 copies), naming 3 referees, to Senior Adminis- 
trative Medical Officer, Temple of Peace, Cathays Park, Cardiff, 
within 21 days. 


Hospital Services: Junior Appointments 


BROMPTON HOSPITAL Applications invited 
for the post of NON- RESIDENT 1 HOU SE PHYSICIAN for 
which there are 3 vacancies, for 6 months from Ist April, 1958. 
Duties include work in Ye gear Department and wards. 
at the rate i! ene 10s. p.a 

Applications, sta‘ age, qualifications with dates, nation- 
ality and ap ¥.. a eld, together with copies of testi- 
monials, by 8th February, MILEs, 
House Governor. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General ——— 
J Cardiological Department. Post vacant 23rd March, 

oe candidates only will be considered. 

Applications, with 2 testimonials, to Medical Director by 

Ist Shreuary, 1958. 


tive) 




















1958, to KENNETH A. F. 








CONNAUGHT HOSPITAL, Waithamstow, E.17. (123 
Beds. ) pagtentions are invited for the post of RESIDENT 
AN STH STIST, graded Senior House Ree. Post vacant 
16th February, 1958. Salary £819 10s. less £150 p.a. for 
board, lodging, &c. Recognised for D.A. paw ¥F. F.A. R.C.S. 
Applications, stating age, qualifications and caliaioane, 
together with copies of 2 recent testimonials, should be sent 
immediately to Secretary, hg Management Committee, 
Forest Group, Langthorne-road, E.1 
~ HOSPITAL, 


ELIZABETH GARRETT A DEREOR- 

Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applications 
are invited from pre-registration and registered Women medical 
ractitioners for the post of HOUSE SU vere to. Gyneeco- 
ogical Department (recognised for M.R.C.O.G.). Duties to 
commence Ist March, 1958. Appointment for 6 months. Salary 
2. accordance with Ministry of Health scale for House 
)fficers. 

Applications, with copies of 3 recent testimonials, should be 
sent to the act Elizabeth Garrett Anderson Hospital, by 
28th January, 1958 
FOREST GATE “HOSPITAL, Forest-lane, £.7. Pre-regis- 
tration OBSTETRIC HOUSE OFFIC ER (second post) req 
for 6 months commencing Ist March, 1958. The ae 
is recognised for training candidates for M.R.C.0.G. and 
D.Obst.R.C.0.G. 

Applications, with names of 2 referees, to Hospital Secretary by 

Ist February, 1958. ? 
GERMAN HOSPITAL, London, £.9. (General—157 
Beds.) Applications for the 6 months’ resident appointment 
vacant 19th February, of registered HOUSE SURGEON 
(obstetrics and £2 neecology ) should be sent to the iy’, 3 Secre- 
tary, Hackney Hospital, E.9, by 3rd February, quoting GH/HSO. 
GROUP LABORATORY, Miie End Hospital, Bancroft- 
road, London, E.1. Locum REGISTRAR in Pathology required 
to commence duty on 15th February, 1958. 

Applications, —— age, qualifications and ceperemes. to be 
sent to the Secretary, Stepn ner Group Hospital Management 
Committee, Mile En ” Hospit: Bancroft-road, E.1, not later 
than 5th February, 1958. 

HACKNEY HOSPITAL, London, E.9. (Generai—841 Beds.) 
Applications for the 6-month resident Ws Wa now vacant, 
of CASUALTY OFFICER AND HOU SURGEON (E.N.T.) 
(registered House Officer grade) should be sent to Secretary, 
above address, quoting HH/CHO. 
HACKNEY HOSPITAL, London, E. x (Soncral-Or1 Beds.) 
Applications for the 6-month residen po vacant end of 
February, of Pre-registration HOUSE PHYSICIAN should reach 
Secretary , above address, | by 3rd February, quoting HH/PHP. 
HAMMERSMITH HOSPITAL AND INSTITUTE OF 
OBSTETRICS AND GYNAXCOLOGY AND SOUTH EAST METROPOLITAN 
REGIONAL HOSPITAL BOARD. Joint appointment. Whole-time 
REGISTRAR (obstetrics and gynecology) required Ist April. 
Appointment tenable for 2 years, the first 6 months at —— 
smith Hospital and Institute of Obstetrics and G jog 
the next year at the Brighton and Lewes Group + _ pi 
returning to Hammersmith Hospital for the final 6 months 

Applications, oe = = fications, experience, names 
of 2 referees, to he Board of Governors of the 
Hammersmith, West 1 eae and St. Mark’s Hospitals, Ducane- 
road, London, W.12, by Ist February, 1958. 
HAMMERSMITH eee AND INSTITUTE OF 
OBSTETRICS AND GYNASCOLOGY, Ducane-road, London, W. 12. 
Applications Poe! for the following resident posts ; all recog 


nised for M.R.C.O 
2 HOUSE SURGEONS (obstetrics). Posts vacant Ist April and 


Ist 
1 HOUSE ‘SURGEON (gynecology). Post vacant 18th May. 

Applications, stating age, qualifications, ex 2 
referees, to Secretary, Board of Governors, The Hammersmith, 
West London, and St. Mark’s Hospitals, Ducane-road, London, 
W.12, by 8th February. 
HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W. Mra! — 2 os 
ment with the North West Metropolitan —oe 
Board. Whole- — REGISTRA (thaweaiey req 
Post vacant now. Appointment tenable firstly at Heatherwood 
Jee apn Ascot (resi — if ~~ » me te long-term ortho- 

surgery, transferring to Hammersmith Hospital and the 

Postevadunte Medical School (non-resident) on Ist August, 1958, 
studying orthopedic and trdumatic surgery 

Applications, stating age, qualifications, experience, names 2 
referees, to Sécretary, Board of Governors, The Hammersmith, 
West London, and St. Mark’s Hospitals, Ducane-road, London, 
W.12, by Ist February. 
MEMORIAL HOSPITAL, Shooters eg Woolwich, 8.E.18. 
SENIOR HOUSE OFFICER (Casualty DB epartment), vacant 
24th February. Recognised for F.R.C.S. months’ resident 
appointment and may then be renewed. Salary £819 10s. p.a., 
less £150 p.a. for residence. 





























see to Group Secretary, Memorial Hospital, Woolwich, 
ice END HOSPITAL, Bancroft-road, London, E.1. saa 
Beds.) HOUSE SURGEON (pre- or post-registration). ‘ost 
vacant 22nd February, 1958. 

Application forms, obtainable from Physician-Superintendent, 
to be returned by 7th February, 1958, with copies of not more 
than 3 testimonials. 





Applications are invited f medi ractitioners 
for the appointment of a SENIO  ECISTRAR Wwhole-time) 
for work in the ae geen Unit in Clinical Neurology. The appoint- 
ment will be for 1 ney! in the first instance. 

Applications, giving the names of 3 referees, to be sent to the 
undersigned not later than Ist Lage gy 1958 

H. Ewart MITCHELL, Secretary to the Board of Governors. 

The National Hospitals for Nervous Diseases, 

Queen-square, London, W.C.1. 
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MOTHERS’ HOSPITAL (Saivation Army), London, E.5. 
(Maternity—110 Beds.) Applications for the 6 months’ resident 
OTT Ta vacant Ist March, of pre-registration OBSTETRIC 

USE SURGEON (post recognised for M.R.C.O.G.) should be 
sent to Grou ane: Hackney Hospital, E.9, by 3rd Febru- 
ary, quoting MH /HS. 
NELSON HOSPITAL, Kingston-road, Merton, 8.W.20. 
HOUSE SURGEON (resident ), approved for pre-registration 
service. Post vacant 15th February. 

Applications, stating age, qualifications, &c., and the names 
and addresses of 2 referees, to the Secretary at the above address. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD 

SURGICAL REGISTRAR Gone le pasmaneodeiion), 
East Ham Memorial Hospital, E.7. Recognised for F.R.( 

SU RGICAL : yi | — (resident or nen -resident ), 
stead es ital, E.11. ised for F.R.C. 

RAR in Re - on Traumatic Surgery (resident ), 
Harold Wood Hospital, Harold , Essex. Recognised for 
F.R.C.S. Duties include general pm Rn of casualty depart- 


ment. 

ORTHOPADIC REGISTRAR (non-resident), West Ham 
Group of hospitals ; duties at Queen —* Hospital for the 
East End an ast Ham Memorial Hospital. 

_ ORTHOPAEDIC REGISTRAR (resident or non-resident), 
St. Andrew’s Hospital, Billericay, Essex. Recognised for F.R.C.S. 

CASUALTY REGISTRAR (non-resident—flat available), 
Chase Farm Hospital, Enfield. Occasional night and weekend duty. 

MEDICAL eo (resident or non-resident), St. 
Clement's Br tal, E.3 

PSYCHIATRIC REGISTRAR (resident —single accommoda- 
tion—or non- fear ane yy Claybury neq ital, Woodford Green, 
Essex. r D.P.M. 2200 Beds (annual admissions 
1400). All forms of eodern treatment. Weekly clinical confer- 
ences and seminars for D.P.M. Facilities to attend D.P.M. 
classes in London. ane include attendance at outpatient 
clinics at general hospi 

REGISTRAR in Dhetstrice and Gynecology (resident in 
hospital or in single or married furnished or unfurnished accom- 
modation), General Hospital, Rochford, Essex. Some duties 
at Southend General Hospital. 

Appointments subject to review after 1 year. 

Application forms from Secretary, 11a, Portland-place, W.1, 
to be returned by 8th February. 

NORTH ag oe ng Degg te iw AND EDMONTON 
CHEST CLINIC, London pprecettens are invited for the 

t of SENIOR HOU i ‘OFE ‘ER (tuberculosis), resident, 
‘or Ist March. Appointment for 6 months in the first instance 
with possible extension to 1 year. Duties at above Hospital and 
Clinic under direction of the Chest Physician. Further details 
on request. 

Applications, stating age, qualifications, experience, with 
copies of recent testimonials and/or names of 2 referees, to 
Hospital Secretary, by 30th January. 
NORTH MIDDLESEX HOSPITAL, London, N.18. 2 
RESIDENT HOUSE PHYSICIANS required, for Ist March, 
for 6 months. General medicine. Approved pre-registration 
posts (first or second). 

En ay (in own handwriting), stating age, nationality, 
ations, ae, with copies of recent testimonials, 
to Hospital Secretary, by 29th January. 





“Wan- 











REGIONAL NEUROSURGICAL CENTRE (66 Beds), 
BROOK GENERAL HOSPITAL, Shooters Hill-road, 8.E.18. SENIOR 
HOUSE OFFICER Qomemmeny ). Vacant earl February. 
‘ost recognised for F.R.C.S. and D.P.M. and provides excellent 
opportunity for training in neurology. 
eeply to Group Secretary, Memorial Hospital, Woolwich, 





ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of RESIDENT MEDICAL OFFICER to 
work at the oo Road Branch of the Royal Free Hospital. 
me and conditions of service in accordance with the Junior 
ospital Medical Officer scale. Duties, which are for 6 months in 
iy rst instance, to commence on Ist. April, 1958. 
Application forms may be obtained from the Secretary to the 
Board of Governors, Royal Free Hospital, Gray’s Inn-road, 
W.C.1, to whom they should be returned not later than 31st 
January, 58. 
ROYAL NATIONAL ORTHOPADIC a taignge E e 
Great Portland-street, Lon pplications are ited 
for the appointment of SENTOR ORTHOPEDIC REGISTRAR 
(full-time), non- ee duties to commence as soon as possible. 
Applicants must be Fellows of one of the Royal Colleges of 
Surgeons. D the tenure of office 1 year may be s “yy at the 
Luton and Dunstable Hospital and 6 months at The Hospital for 
Sick Children, Great Ormond-street. In the event of a Registrar 
of the Royal National Orthopedic Hospital being appointed to 
the above vacancy, there will be a vacancy for the post 
of Registrar and applicants may, therefore, apply for either 


post. 

Applications to be received not pater than 2ist February. 
Forms of application can be obtained from the House Governor, 
234, Great Portland-street, London, W.1. 

ROYAL NORTHERN HOSPITAL, Holloway, , London, N.7. 
(279 Beds.) NORTH WEST METROPOLITAN REG ONAL HOSPITAL 
BOARD. CASUALTY REGISTRAR required at above Hospi 
Experience in practical operative surgery an advantage. 

nised post for F.R.C.S. Candidates may visit the hospital by 
direct appointment. 

Application forms obtainable from and returnable to the 
Secretary, Royal Northern Hospital, N.7, by 4th February, 1958. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, S.W.4. Applications are invited 
from pre-registration and registered Women medical practitioners 
for the post of HOUSE PHYSICIAN. Vacant Ist March, 1958, 
for a period of 6 months. 

Forms of application from the Secretary. 
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SOUTH EAST REGIONAL THORACIC SURGERY UNIT 
(50 Beds), BROOK GE NERAL HOSPITAL, Shooters Hill-road, 8.E.18 
SENIOR HOUSE OFFICER. Vacant mid-February. Recog- 
nised for F.R.C.S. 6 aa appointment and may then be 
renewed for a further period. The Unit treats all types of chest 
diseases and offers opportunity for comprehensive training in 
thoracic surgery. 

ain to Group Secretary, Memorial Hospital, Woolwich, 
sT. NDREW’S HOSPITAL, Devons-road, Bow, E.3. 
HOUSE SURGEONS (2). Recognised pre-registration appoint- 
men 

Applications, with copy of at least 1 testimonial, should be 
sent to Hospital Secretary immediately. 
ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. (576 
Beds.) gee are invited for the post of SENIOR HOUSE 
OFFICER (orthopedics, ophthalmology, plastics, E.N.T., &c.). 

Applications, stating age, qualifications, experience, &e. -, to- 
gether with names and addresses of 2 referees, to Hospital Secre- 
tary, immediately. 
el krone HOSPITAL, pee W.10. (576 

eee are invited for the post o SENIOR HOUSE 

OFFIC E (aneesthetics), resident. acant Ist March, 1958. 
Post recognised for F.F.A. R.C.S. and D.A. Experience includes 
general thoracic and plastic anesthetic work. 

Applications, stating age, qualifications and experience, to- 
gether with names and addresses of 2 referees, to Hospit: 
Secretary by 4th February, 1958. 














ST. MARY’S HOSPITAL, Paddington, W.2. Applications 
are invited from suitably qualified Male candidates for the post 
of Whole-time REGISTRAR in the Veneral Diseases Depart- 
ment. The appointment, which is ———— — for persons 
reading for a higher qualification, is for rst period of 12 
months as from Ist March, 1958, the Sale being eligible for 
wit ee 
papiegienn. stating auainn, date of birth, qualifications, 

details of experience, together with dates and National Health 
Service gradings of previous and eee appointments and name 
and addresses of 3 referees, should reach ALAN PowprtcH, House 
Governor, not later than 3rd February, 1958. 
ST. MARY'S pete Paddington, W.2. Outpatient 
SURGICAL ASSISTANT rt-time, graded Senior House 
Officer) required for 3 pon He half-days per week. The appoint- 
ment, which is for a first period of 12 months, is designed for 
men or women who have already passed their Primary F.R.C.S., 
and is ideally suited for those reading for the Final, as a 
number of clinical cases are available. The successful candidate 
will be required to take up duties as soon as ible. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of previous and 
present appointments, together with the names and addresses of 
3 referees, should reach ALAN PowpiITcH, House Governor, not 
later than 3rd February, 1958. 
ST. NICHOLAS HOSPITAL, Piumstead, 8.E.18. eee 
SURGEON. Vacant January. Recognised for F.R.C.S. and 
approved for Ee registration service. 

s.naply to Group Secretary, Memorial Hospital, Woolwich, 


at PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
PITALS. RESIDENT SURGICAL OFFICER (Senior Registrar 
grade) required for St. Peter’s Hospital on Ist April, 1958. 
Applications invited from Male candidates on the British 
Register who have completed their training in general surgery. 
Appointment for 6 a with oppoccantty for a further 
6 months if rect ould be prepared to spend 
1 tone at the hospital if req pie nae 

Aogtcettans (12 copies ‘ and the names of 3 referees, should 
reach the House Governor, St. Peter’s Hospital, Henrietta- 
street, W.C.2, by Ist February, 1958. 
UNIVERSITY COLLEGE HOSPITAL, er et: 
W.C.1. Applications are invited for the post of SE OR 
REGISTRAR in the Radiotherapy Department for a B. ~ 1 
year in the first instance from a date to be arr: 

Applications, with names of 2 referees, to T. F. W. “MacKrown, 
Administrator and Secretary, by 8th February, 1958. 
WANSTEAD HOSPITAL, Hermon Hill, E.11. oe Beds.) 
HOUSE SURGEON required. sand CoD for F.R.C.S 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Forest Group 
Hospital Management Committee, horne-road, E.11. 
WHITTINGTON HOSPITAL, London, N.19. Surgical 
ene mw required for unit of 74 Beds consisting of general 
surgical beds wit rge gastro-enterological agg F.R.C.S. 
essential. Vacant March, 1958. Hospital may visited 
by appointment with the Medical Superintendent. (RC. 3070, 
Extension 440). 

Application forms obtainable from and returnable to Group 

Secretary, Archway Group a Management Committee, 
46, Cholmeley-park, N.6, by 3rd February, 1958. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE OFFICER ( iatrics) required at 
—~ under- one General H tal. odern tric unit, 
pr ture baby experience. ecognised for 
Ce C.H. Vacant ‘mid March, 1958. 

Applications, with copies "of 2 testimonials, to Group Secretary, 
General Hospital, Ashton-under-Lyne, Lanes. 

AYLESBURY, BUCKINGHAMSHIRE. STOKE MANDE- 
VILLE HOSPITAL. HOUSE ee for the 
Sa ag Department (18 medical beds). The post qualifies for 

C.H. Additional duties in Infectious Diseases Unit, Plastic 
Unit and oe Department, Royal Bucki hamshire 
Hospital. Ree ised pre- tration ost, applications from 
registered practitioners will Post vacant 17th 
February, 1958. Interview 5th February, 1958. 

Applications, with copies of 2 testimonials, to the Administra- 
tive Officer. Closing date 29th January. 
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nae GENERAL HOSPITALS BOARD OF MAN- 

MENT. Applications are invited for the appointment of 
REGISTRAR in the Department of Radiology at the Aberdeen 
Royal Infirmary. The post is a whole-time one and is non- 
resident. Salary and conditions of service in accordance with the 
terms issued by the Department of Health for Scotland. 

Applications, with the names of 2 referees, should be lodged 

with the Secretary, Aberdeen General Hospitals, P.O. Box 92, 
62, Queen’s-road, Aberdeen, within 14 days of the appearance 
of ‘this advertisement. 
ABERDEEN SPECIAL HOSPITALS BOARD OF MAN- 
AGEMENT. »lications are invited for 2 posts as SENIOR 
HOUSE OFFICE ERS (pediatrics) in the Peediatric Unit. 

1. The duties of the first post will be undertaken mainly in 

Aberdeen Maternity Hospital. 

2. The duties of the second post will be undertaken mainly 

in Aberdeen City Hospital. 

Both appointments are tenable for a period of 12 months and 
applicants should indicate whether they wish to be considered 
for 1 or both appointments. 

Applications, giving details of age, qualifications, experience, 
and the names of 2 referees, should be sent as soon as possible to 
the Group Medical Superintendent, Royal Aberdeen Hospital for 
Sick Children, Westburn-drive, Aberdeen. an 
BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds.) HOUSE PHYSICIAN (pre-registration) required in 








Applications naming 2 referees, to Group Secretary, 19, 
Alexandra- oon Barnstaple, N. Devon. 
ean eee NORTH LONSDALE HOS- 
AL. = are invited for the resident post of HOUSE 
OFFIC E (surgical) (recognised for pre- registration) at the 
North Lonsdale Hospital, Barrow- in- Furness. Post available 
re Recognised for F.R.C 
we to the Group Secretary, Barrow and Furness 
a tal Management Committee, 105, Abbey-road, Barrow-in- 
Furness. 
BARROW-iIN-FURNESS. RISEDALE MATERNITY 
HOSPITAL. BARROW AND FURNESS ——— Do wey coM- 
MITTEE. Obstetric and Gynecology Depar Applications 
are invited for the resident post of SEN OR HOUSE OFFICER 
at the above Hospital. Post* available middle March, 1958. 
Hospital approved for D.Obst.R.C.0.G 
Applications to the Group ee 105, Abbey-road, 
Barrow-in-Furness. 
BEDFORD GENERAL HOSPITAL. (436 Beds.) House 
SURGEON post vacant immediately. Pre- or post-registration, 
recognised for F.R.C.S. Post offers exceptional opportunities 
for general experience in busy acute s' cal units. 
Applications, with copies of testimonials, to be sent immedi- 
ately to ——- Secretary, Bedford Grou up Hospital Management 
Committee, 3, Kimbolton- road, Bedfor: 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) ORTHOPZDIC ell | SURGEON (first, 
second or third post), vacant now. Offers = opportunity for 
general experience in busy acute general hospital. Approved 
oe registration post. Fully registered practitioners may apply. 
ecognised for F.R.C.S. 
Apply Group Secretary. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) Locum ORTHOPADIC HOUSE SURGEON 
(Senior House Officer or House Officer grading according to 
experience ). 
Applications to Group Secretary. 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
ASSISTANT PATHOLOGIST (Senior House Officer grade) 
pe yee ol a Area Laboratory. Offers experience in all branches 
of patho 
etaile: ‘’pplications to Group Secretary. 
BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) ao vows Group, Princes-road, Stoke-on- 























Tre 

REGISTRAR (medical—chest diseases). Duties alternati: 
between Cheshire Joint Sanatorium, City General Hospital an 
Stoke-on-Trent Chest Clinic. Post offers wide experience in the 
investigation and medical and surgical treatment of tuberculosis 
and other chest diseases. Resident or non-resident. Possibility of 
married accommodation becoming available later. 

(2) West Bromwich Group, Edward-street, West 
Bromwich. 

REGISTRAR (general medicine), West Bromwich General 
Hos ay (144 Be Resident. Married quarters available. 
Higher qualifications an advantage. 

3) hrewsbury Group, Royal Salop Infimary, Shrews- 


REGISTRAR (radiology—radiodiagnosis), Shrewsbury Group 
and Robert Jones and es Hunt Orthopedic Hospital, Oswes- 
try. Resident or non-resident. 

lication forms from Group Secretaries, to be returned by 


3rd February, 1958. abe 
BIRMINGHAM. ROYAL ORTHOPADIC HOSPITAL. 
2 Locum REGISTRARS Bole Wie to resident or non-resident, 
required immediately. 9 5s. per week—less residential 
charges where pant Ln a 

Applications to Secretary, Selly Oak Hospital Management 
Committee, Oak Tree-lane, Birmingham, 29. 

BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. Applications are invited for the post of RESIDENT 
OBSTETR AND GYNAZCOLOGICAL REGISTRAR for 
duties at the Queen Elizabeth Hospital and The Birmingham 
and Midland Hospital for Women (Professorial Unit ) to commence 
duty at the earliest possible moment. 

Forms of application with details of appointment may be 
obtained from, and should be returned not later than 3rd Febru- 
ary, 1958, to, the House Governor, Birmingham and Midland 
Hospitals ‘tor ‘Women, Showell Green-lane, Birmingham, 11. 

G. A. PHALP, Secretary. 











BIRMINGHAM ACCIDENT HOSPITAL, Bath-row, 
BIRMINGHAM, 15. (215 Beds and 8 House Surgeons. ) HOUSE 
SURGEON (resident). Vacant end February. Hospital is 
largest traumatic unit in country and treats over 50,000 new 
patients each year. Recognised for purpose of casualty by R.C.S. 
(Eng.). Teaching programme by consultant staff. -month 
appointment, some of which may be spent in 42-Bedded Medical 
Research Council’s Burns Unit. 

Apply, naming 2 referees, to Administrator. 
BIRMINGHAM, 9. YARDLEY GREEN HOSPITAL. 
THORACIC SURGICAL UNIT. (66 Beds.) Vacancy for SENIOR 
HOUSE OFFICER. No previous experience in thoracic surgery 
necessary. 

Applications, stating age, qualifications, training and experi- 
ence, together with names of 2 referees, to be addressed to Group 
Secretary, Yardley ardley Green Hospital, Birmingham, 9. 
BIRMINGHAM. HEATHFIELD ROAD MATERNITY 
HOSPITAL, 134, Heathfield-road, BIRMINGHAM, 19. OBSTETRIC 
HOUSE SURGEON required ist April, 1958. Preference given 
to candidates with previous medical and surgical experience. 
50-Bed maternity unit with 18-cot premature-baby unit attached. 
Large Antenatal Department. Appointment recognised for 
D.Obst. R.C.0.G. 

Detailed applications, with copies of 3 recent testimonials, to 
the Group Secretary, Dudley Road Hospital, Birmingham, 18 
BISHOP AUCKLAND. THE GENERAL HOSPITAL. 
HOUSE OFFICER (obstetrics and gynecology). Applications 
invited from registered or pre-registration practitioners. Vacant 
Ist March, 1958. Recognised for D.Obst. R.C.0.G. Depart- 
mental beds 69. 

Apply, naming 2 referees, to Group Secretary, South West 
Durham Hospital Ma nt Committee, at above address. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. 

Royal Infirmary, Blackburn 

HOUSE SURGEONS (2) required for end of January, 1958. 
Posts recognised for F.R.C.S. and approved for pre-registration 
purposes. 

Victoria Hospital, Accrington (114 Beds) 

HOUSE SURGEON required for 6th March, 1958. Post 

recognised for F.R.C.S. and approved for pre-registration 
purposes. 

Applications to Grou Seeretary, Hospital Management 

Committee Office, Royal Infirmary, Blackburn. 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. GROUP LABORATORIES. RESIDENT PATHOLO- 
GIST (Senior House Officer grade). Now vacant, tenable for 12 
months and recognised for the Dip.Path. 

Applications, stating age, pa mael om qualifications, experi- 
ence, and’ the names of 2 referees, to Group Secretary, The Royal 


Infirmary, Bolton. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road, Boscombe. BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the immediate appointment of GENERAL HOUSE SUR- 
GEON. The post is recognised for the F.R.C.S. examination 
and pre-registration purposes. 

Application to the Hospital Secretary. 
BRECHIN, ANGUS. STRACATHRO HOSPITAL. (676 
Beds.) House Officers. The following pre-registration a appoint: 
mem are vacant for the 6 months commencing Ist Fe 

HOUSE syEceous (2), general ng ne 

HOUSE SURGEON (1), orthopedic surge 

Applications should addressed to tl the. Group Medical 
Superintendent. 
BRIGHTON AND LEWES HOSPITAL MANAGEMEN 
COMMITTEE GROUP: HOSPITALS. (78 Beds.) SENIOR HOUSE 
OFFICER for duties in the E.N.T. Department of the above 
Hospitals. Vacant beginning of February. Recognised for 
F.R.C.S. and D.L.O. 

2s. with details of experience, &c., together with 
the names of 2 referees, to the i apaammendaa: Officer, Royal 
Sussex County Hospital, Brighton, 7 
BRIGHTON GENERAL HOSPITAL. Applications are 
invited for the ———- of HOUSE 8 GEON to the 
Orthopeedic Unit. Salary in accordance with national scales. 
This post is recognised as a pre-registration appointment. Vacant 
12th February, 1958. 

Applications, stating age, qualifications, and ig ym and 
giving tt the names of 2 Larosa, should be sent to Physician- 

uperi t, Brighton General Hospital, Elm-grove, Brighton. 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
(314 Beds.) RESIDENT PATHOLOGIST (Senior House Officer 

e) required for Area Laboratory. Good experience in all 

ranches of clinical pathology. 

Applications, stating qualifications, experience and 
naming 2 referees, to the A nistrative Officer. 
BRIGHTON, 7. ROYAL SUSSEX COUNTY HOSPITAL. 
(314 Beds.) Locum RESIDENT ANASSTHETIST (Senior 
House Officer) — uired at ita above Hospital for 2 weeks, 
commencing 23rd February, 1 

Applications, stating usual penisiubeite and naming 2 referees, 
to the Administrative Officer. 
BRIGHTON. SUSSEX EYE HOSPITA ( | 
HOUSE SURGEON required 11th February, 1958. Rescue 
for F.R.C.S. and D.O. Successful candidate will be considered for 
senior en (Senior House Officer) on completion of 6 months. 

Applications, —— age, qualifications and experience and 
naming 2 referees, to the Administrative Officer. 
BROMSGROVE GENERAL HOSPITAL. General Prac- 
TITIONER CLINICAL ASSISTANT in Orthopedics to under- 
take 2 notional half-days per week, at the rate of £367 10s. _— 

Details of the appointment may be obtained from the 
retary of the Committee, Mid-Worcestershire Hospital Manage- 
ment Committee, Birmingham-road, Bromsgrove, to whom 
applications should be addressed. 
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BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- | CAERPHILLY HOSPITAL (general hospital, 228 Beds— 
SURGEON. Post recognised 


AGEMENT COMMITTEE. SENIOR HOUSE OFFICER in Pathology 
required Ist April, 1958, at Frenchay Hospital (542 Beds, general 
medicine, general surgery and thoracic, neurosurgical and plastic 
units for the South West). Post may be resident or non-resident 
but residence essential when on call. It provides training in all 
branches of clinical pathology. Laboratory is recognised for 
Diploma in Pathology. Some duties in connection with the 
Regional Blood Transfusion Service. 
_ Detailed applications, quoting 2 referees, should reach the 
Group Secretary, Frenchay Hospital, Bristol, by 10th February, 
penne nabch gy 





COSSHAM/FRENCHAY HOSPITAL MAN- 

GEMENT COMMITTEE. Frenchay Hospital SENIOR HOUSE 
OFFIC ER, Regional Degesument of Neurosurgery. Vacancy 
occurs end of February } 58, for the above post, tenable for 6 > 
12 months. The post offers use surgical experience and the 
opportunity of gaining a wetkins knowledge of neurological 

osis. Recognised for F.R.C.S 

Applications to the oe wag "Frenchay Hospital, quoting 
: 2 referees required. 
CAMBRIDGE. THE UNITED CAMBRIDGE HOSPi- 
TALS. RESIDENT REGISTRAR (Male) at Brookfields Hos- 
tal, Cambri . This Hospital has 2 wards for infectious diseases, 
1 for general medicine and 1 for tuberculosis, and is the polio- 
myelitis centre for the south-west section of East Anglia. 
Appointment for 1 year in first instance, renewable for a second 
year. 

Apply, with full perticulere and names of 3 referees. to 
Secretary, Addenbrooke’s Hospital, Cambridge, by 8th February. 
CAMBRIDGE. THE UNITED CAMBRIDGE HOSPITALS. 
ADDENBROOKE’S HOSPITAL, CAMBRIDGE. SURGICAL REGIS- 
TRAR (non-resident ) — early March, for 1 year in first instance, 
renewable for second yea 

Apply, with full +. and names of 3 referees, to Sec- 
retary by 8th February. 
CANTERBURY. KENT AND CANTERBURY HOS- 
(277 Beds.) The post of OBSTETRIC HOUSE 
SURGEON, which is recognised for the M.R.C.O.G. and 
D.Obst.R.C.0.G., becomes vacant early in February, 1958. 
National Health Service salary and conditions. 

Applications, ther with 2 recent testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 


CARDIFF. TI D CA 




















THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of SENIOR 
REGISTRAR or REGISTRAR to the ————— of Physical 
Medicine in this teaching hos — group, where there are oppor- 
tunities for postgraduate stu hi 
aa ication forms are available from the Secretary to the 
Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned within 14 days of the appearance of this 
advertisement. 
CARLISLE. CUMBERLAND INFIRMARY, CITY GEN- 
ERAL HOSPITAL AND CITY MATERNITY HOSPITAL. Applications are 
invited for the following appointments :— 
HOUSE OFFICERS, recognised Se Fro seaihieatten purposes. 
2 general surgery (recognised for F.R.C.S.). 
1 neecol and obstetrics. 
SENIOR HOUSE OFFICERS. 


: orthopedics. 
—- ry (recognised for F.R.C.S. examination). 
Applications to . com immediately to the Group Secretary, 
Cumberland Infirmary, Carlisle. 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. Applica- 
tions are invited for the posts of JU NIOR HOSPITAL ea nlag 
OFFICER and HOUSE SURGEON in Orthopedic Su 
Law Hospital, Carluke (790 Beds). The unit consists of 1 130 Beas 
and deals with acute orthopeedic and accident work ee a large 
part of Lanarkshire, and offers excellent experien 
Applications, tee full details, should be submitted to the 
Group Medical Superintendent, Law Hospital, Carluke. 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. Applica- 
tions are invited for the post of SENIOR HOUSE OF FFICER 
(medical) for Ist February, 1958. 
Applications, stating age, qualifications and previous experi- 
ence, y ——¥ with the names of 2 referees, should be submitted 
to the Group Medical Superintendent, Law Hospital, Carluke. 














CARLUKE, LANARKSHIRE. LAW HOSPITAL. lica- 
tions are invited for the post of RESIDENT HOUSE SURGEON 
(pre- or post-registration) for the 6 months commencing Ist 

ebruary, 1958. 

AD —_ stating age, qualifications and any previous 
experience, ther with the names of 2 referees.’ should be 
sent to the roup Medical Superintendent, Law Hospital, 
Carluke. 

CARMARTHEN. WEST WALES GENERAL nap ne ch ey 
(188 Beds.) WEST WALES HOSPITAL MANAGEMENT COMM 
lications are invited for the post of Pre- tration HOUSE 
TICER (surgical) (recognised 7 ie et ‘ollege of Surgeons, 
a for pre- registration hs which will ome vacant on 
Ist February, 1958. Salary and conditions of service as laid down 
by the Ministry of Health. 

Applications, stating age, qualifications, experience and 
| men oe with names and addresses of 3 referees, to the Group 
Secreta: West Wales Hospital Management Committee, 
Glangwili, : Carmarthen. 

CARMARTHEN. WEST WALES GENERAL HOSPITAL. 
— Beds.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE 

Sppeaee are invited for the post of SENIOR HOUSE 
Oo (surgical) (recognised by the Royal College of Sur- 
geons), which is now vacant. Sa and conditions of service 
as laid down by the Ministry of Health. 

Applications, stati . qualifications, experience, nation- 
ality, and names and addresses of 3 referees, to the Group 

West Wales Hospital Management Committee, 








enews ‘ Carmarthen. 
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6 miles from Cardiff), HOUS 
for F.R.C.S8. 
__Apply to Hospital Secretary. 
CHELMSFORD AND ESSEX HOSPITAL. (161 Beds.) 
ap aie al invited for the post of RESIDENT HOUSE 
GEON tration post. The post offers good surgical 
experience. for the F.R.C.S. 
octntear, cations, together with 2 recent testimonials, to the 
Chelmsford Hospital Management Committee, 
London- ay Chelmsford. 
CHELTENHAM GENERAL HOSPITAL. (220 Beds.) 
HOUSE SURGEON required (pre- or post- tration ). 
Vacant now. The post offers a wide experience in general 
surgery, secology, and orthopeedic surgery. Post ed 
for the F.R.C.S. 
Applications, with names of 2 referees, to be sent to Secretary, 
General Hospital, Cheltenham. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (late 
Botleys Park War Hospital). (430 Beds.) RESIDENT HOUSE 
SURGEON ay ouse Officer , Intern) required for 
| ee es gy (30 Beds) and E.N.T. (approximately 14 Beds) 
“eens Salary in accordance with terms and conditions 
Yational Health Service. Post vacant Ist February, 1958. 
oe plications, together with names and ad of referees, 
> ee -Superinténdent, St. Peter’s Hospital, as soon as 


CHESTER: BARROWMORE HOSPITAL, Great Barrow, 
CHESTER. Male SENIOR HOUSE OFFICER (medical) required. 
Salary £819 10s. p.a., less £150 for residence. The Hospital, 
which is modern and for the treatment of pulmonary tuberculosis, 
contains a regional thoracic surgical unit and a general chest 
ward. Applications from ex-patients considered. 

Inquiries and sqpmeeees, stating names of 2 referees, to be 
sent to Physician-Superintendent. 
CHE RFIELD ROYAL HOSPITAL. House Physician 
(Senior House Officer grade) required mid-February at the above 
Hospital for 54-bed Medical Unit. Post offers good experience 
in general medicine, and in pediatrics, diabetics, and dermatology. 
National salary and conditions. 

Further particulars obtainable on request from the Group 

ment Committee, to 




















Secre ,. Chesterfield Hospital Man 

whom applications aa be mis ediately. 
HESTER-LE-STREE DURHAM. a RAL 

HOSPITAL. HOUSE SU RGEON (general surgery ageores 


pre-registration appointment, and recognised 7: the 
regulations. Post vacant Ist February, 1958. 

Apply, with names and addresses of 2 referees, to Group 
Secre’ , Dryburn Hospital, Dur 
CHICHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for © egy ty of 
SURGICAL REGISTRAR ppecidens Surgical Officer) for West 
fenewebte) from 7th April for 


or rimarily at Borel 
Sussex a ital, Chichester (202 ) Post recognise 
F.R.C.S. residents (4 s ical) of whom Resident Sargionl 
Officer the senior. Salary £935 first year, £1061 10s. second, 
each less £170 for residence. Candidates may visit hospital. 
Forms from Group Secretary, 174, Broyle-road, Chichester, to 
be submitted by 8th February. 
CHICHESTER. yew FT enn gh HOSPITAL. (400 
Beds.) CHICHESTE HOSPITAL MANAGEMENT COMMITTEE. 
Required. HOU SE SURGEON (pre-registration) for 6 months 
only in the first instance. Post vacant now. The man or woman 
appointed i, ears potent, in the surgical wards of the 
ospital. Hos a for F.R.C.S. 
Aeplcations. yoo age, qualifications and experience, 
giving names of 2 persons from whom reference may be obtained, 
should be sent to the Surgeon-Superintendent. 
COLCHESTER GROUP a ay Ral MANAGEMENT 
as x County Hospital, © Colchester (189 Beds) 
s8ex weet os , olchester 
Post of HOUSE S ROGEO sicheater (189 
6 First, second, third or on. -registration ag _—- for 
months 
St. Mary’s Hospital, Colchester 
Post of SENIOR HOUSE OFFICER (Resident Medical 
Officer) for Geriatric Unit. Includes duties in connection with 
medical and surgical patients accommodated at hospital and 
duties at Essex County Hospital (general medical). Post tenable 
~ 6 or 12 months. ident. 
of kt plications, with Hompltal 3 of 3 testimonials, to Group Secretary, 
ester Group Hos Management Committee, 14, Pope’s- 
FH aey Colchester, Esse 
CREWE AND DISTRICT MEMORIAL HOSPITAL. (108 
Beds—acute, and continuation 32 Beds.) SENIOR HOUSE 
OFFICER (casualty) required. Approved for F.R.C.S. Vacant 
March. Modern well equipped department. Whitley Council 
seale and conditions of service. 
Applications, stating age, ey &c., with names of 
2 referees, to reach the Group retary, South Cheshire Hos = 
Management Committee, Barony Hospital, Nantwich, Ches 
not later than 8th February, 1958. 
CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
—— SUSSEX. RESIDENT JUNIOR HOUSE PHYSICIAN. 
Pre-registration post, vacant 11th February, 1958. Tenable 6 


— 
pplications, stating age, nationality, qualifications and 
an ospital Management 














mee, to Group Secretary, Mid-Sussex 
Committee. 
BERSY. ciTy¥ HOSPITAL. Derby No.1 Hospital Manage- 

COMMITTEE. Applications are invited for the posts 
of HOUSE SURGEO 


S (2 vacancies) (pre-registration) or 
a om HOUSE OFFICER (surgical). Posts vacant early in 
are 
Applications, stati full details, ther hen yl copies of 
2 recent testimonials, should be sent to the Medical Superinten- 
dent, City Hospital, Derby, as soon as pombe, 
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DERBY. CITY HOSPITAL. Derby No. 1 Hospital 
MANAGEMENT COMMITTEE. Speen are invited for the post 
of SENIOR HOUSE OF FICER in Surgery. This post is 
recognised for the F.R.C.S. Vacant beginning of March. 

Applications, stating full details, together with copies of 2 
recent testimonials, should be sent to the Medical Superintendent, 
City Hospital, Derby, as soon as possible 


DERBY. CITY HOSPITAL. Derby No. .1 Hospital Manage- 
MENT COMMITTEE. Applications are invited for the post of 
HOUSE PHYSICIAN (Senior House Officer) (medicine) for 
duties in General Medicine and Prediatrics. Post vacant early 
in March. 

Applications, stating full details, together with copies of 2 

recent testimonials, should be sent to the Medical Superintendent, 
City Hospital, ‘Derby, as soon as possible. 
DERBY. CITY HOSPITAL. Derby No.1 Hospital Manage- 
MENT COMMITTEE. Applications are invited for the post of 
HOUSE PHYSICIAN (pre-registration) or SENIOR HOUSE 
OFFICER (medicine ) for futies in General Medicine. Post vacant 
early in March. 

Applications, stating full details, together with copies of 2 
recent testimonials, should be sent to the Medical Superintendent, 

City Hospital, ‘Derby, a as soon as possible. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds.) HOUSE PHYSICIAN (pre-registration) or SENIOR 
HOUSE OFFICER (general medicine). Vacant late February. 

Apply, stating full details with copies of 2 testimonials, to 

Secretary. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 
Beds. ) HOUSE SURGEON (pre-registration) or SENIOR 
HOU SE OFFICER ences! surgery). 2 posts vacant 9th and 
be March. Recognised for F.R.C.S. if held by Senior House 
Officer. 

Apply, stating full details, with copies of 2 recent testimonials, 

to Secretary. 
DERBY. DERBYSHIRE HOSPITAL FOR WOMEN, 
FRIAR GATE. HOUSE SURGEON (pre-registration) or SENIOR 
HOUSE OFFICER (gynecology) required. Recognised for 
M.R.C.O.G. in gynecology only. 

Apply, stating full details, with copies of 2 recent testimonials, 
to Hospital Secretary, Derbyghire Hospital for Women. 
DEVON MENTAL HOSPITAL MANAGEMENT COM- 
MITTEE. JUNIOR HOSPITAL MEDICAL OFFICERS required 
at Exminster Hospital, near Exeter (1629 (mental) beds), and 
Digby-Wonford Hospital (611 (mental) beds). Previous psychi- 
atric experience advisable but not essential if candidate has good 
general experience. Salary scale £852 10s.-£55-£1182 10s. 
Accommodation is available for single or married officers. 
Whitley Council terms and conditions of service 

Applications, giving age, nationality, qualifications and 
experience, with names of 2 referees, to the Group Secretary. 
Devon Mental Hospital Management Committee, Exminster 
Hospital, near Exeter, as soon as possible. 

DORCHESTER. DORSET COUNTY HOSPITAL. (109 

Beds.) HOUSE SURGEON required for resident, pre-registra- 

gos daw now vacant and tenable for 6 months. Recognised for 
examinations. 

My om ms Fae age, qualifications, t ther with copy 
testimonials, to Group retary, West Dorset Hospital Man: 
ment C ‘ommittee, Dennaee- road, Dorchester, Dorset, immediately. 

DUNDEE. WESTGREEN a HOSPITAL. Teach- 

ing School for Sars 8 ee. 2 Andrew’s University. 

Appointment of JUNIOR HOS ITAL MEDICAL OFFICER. 

Salary according to national scale. House in grounds is available 
for married man at appropriate rental. 

Applications, stating age, nationality, qualifications and 
experience with recent testimonials, should be sent to the 
Physician-Superintendent. _ 

EAST ANGLIAN REGIONAL HOSPITAL BOARD. 

ANASSTHETIC REGISTRAR, United Norwich Hospitals. 

Recognised for D.A. and F.F.A. R.C.S. Appointment for 1 year, 

renewable for second year. 

Applications, stating age, experience and the names of 3 
referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton- road, Cambridge, by 10th February, 1958. 
Candidates are invited to visit hospitals by direct arrange- 
ment with egw Management Committee Secretary, Norfolk 
and Norwich Hospital, Norwich. 
page ame gael Bnd HOSPITAL MANAGE- 

COMMITT WEST METROPOLITAN REGION. 2 
PSYCHIATRIC "REGISTRARS required. Previous psychiatric 
experience necessary. Single resident accommodation available. 
The Hospital deals with all types of psychiatric illness, experience 
may be gained in all modern physical occupational and psycho- 
: therapeutic methods. Attendance at psychiatric outpatient 
clinics in London is obligatory. Facilities afforded for attending 
— of instruction in London for the D.P.M. 

Appicemon forms obtainable from the Secretary, Horton 
Hospital, Epsom, Surrey, to whom they should be returned, duly 
completed, within 2 weeks from the appearance of this adver- 
tisement. _ 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 _ Beds.) RESIDENT SENIOR CASUALTY HOUSE 
OFFICER re ne ree at above Pane Post vacant 15th Febru- 
ary, 1958, and recognised for F.R.C.S. perpeees. 

Apply, rating age, nationality, qualifications and experience, 
together with the names and addresses of 2 referees, to Group 
Secretary, Edgware General Hospital, by 8th February, 1958. 
































EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
(715 Beds.) NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. SENIOR REGISTRAR in Anwsthetics. Regional Train- 
ing Scheme includes facilities for gaining experience in specialist 
techniques at regional centres for plastic, thoracic and neuro- 
surgery. Hospital ay 6 be visited by direct appointment. 

Application forms o — from and returnable to Group 
Secretary, Hendon Grou — Management Committee, 
Edgware General Hospital, R.. 4th February, 1958. 








EDGWARE ae Bag medal Edgware, Middlesex. 
(715 Beds.) NORTH WE METROPOLITAN REGIONAL HOSPITAL 
BOARD. CASUALTY REGISTRAR, whole-time, required at 
above Hospital, which may be visited by direct appointment with 
Medical Director. 

Application forms obtainable from and returnable to Group 
Secretary, Edgware General Hospital, by 4th February, 1958. 
EDINBURGH. PRINCESS MARGARET ROSE ORTHO- 
PZDIC HOSPITAL. Applications are invited from registered medical 
pe mer ary for appointments as SENIOR HOUSE OFFICERS 

(resident) in the adult and children’s wards of the above Hos- 
vital for riot of 6 months commencing ist April, 1958. 

National Health Service scale. 

Applications, stating age, qualifications and experience, the 
names of 2 referees, and preference for adult or children’s work 
to be sent immediately to the Secretary, Edinburgh Central 
Hospitals, 1, Rillbank-terrace, Edinburgh, 9. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 

RESIDENT HOUSE SURGEON, pre-registration post. Vacant 

rd March, 1958. Duties with general surgical unit, do some 

oe urinary work. Post recognised by the Royal College of 
ms. 6 months’ appointment. 

_, Applications, with the names and addresses of 2 referees, to the 
up Secretary, Enfield Group Hospital Management Com- 
ttee, Chase Farm Hospital. 

TARNBOROUGH HOSPITAL, Kent. (800 Beds.) House 
SURGEON required 4th March. Recognised for F.R.C.S. Pre- 
registration post. 

Apply, stating age, qualifications with dates, and ex rience, 
and naming 3 eenyeses, to Administrative Officer by 17th Febru- 
ary, 1958. (Ref. H.S 
GRIMSBY GE NERAL HOSPITAL. Applications are 
invited for CASUALTY OFFICER (Senior pn rk Officer arg 
with some E.N.T. duties. Appointment recognised for F. 

The cgay pln the de —* is a Senior Casualty Officer and 
2 Senior Up-to-date medical library and 
on facilities available. 

onphta Neeretary with names and addresses of 2 referees, to 


ROVAL HALIFAX INFIRMARY. Senior 
HOUSE. OFFICER in Aneesthetics required. Post recognised 
for F.F.A.R.C.S. and D.A. Salary £819 10s. p.a. less £1 £150 p.a. 
for board residence, 
Lag ae to be forwarded to the Group Secretary, Royal 
Halifax Infirmary, Halifax. 
HAREFIELD HOSPITAL REGIONAL THORACIC SUR- 
GICAL UNIT, HAREFIELD, b seramnrr =~ op NORTH WEST ase. 
POLITAN REGIONAL HOSPIT plications are invite 
for the, post of SURGICAL PREGIS TT aR to the Harcheld 
Thoracic Surgical Unit which serves the North West Metro- 
politan Region. In the Hospital there are 90 Beds for non- 
tuberculous surgical chest conditions and 360 Beds for tuber- 
culosis. The appointment thus affords a wide experience in all 
ommante of thoracic surgery. Candidates must have had previous 
ical e apemenes and preference will be given to candidates 
a hig! surgical ~oy eo a The appointment will be 
held in the first instance for 1 
Application forms obtaina -' ‘from and returnable to the 
Group Secretary, Harefield and Northwood Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex, by 1ith February, 1958. 
HASTINGS AND 8ST. LEGHARGS-ON-SEA. Bi BUCHANAN 
HOSPITAL. (91 Beds.) HOUSE SURGEON required for gynzco- 
logical beds nad in hospital for obstetric an OEHCO.c. i 
patients ae ppointment rec ised (for is 
vacant Monday, a” h February, 1958. Candi for pre- 
registration service (surgery) can be considered. 
Applications, giving names and addresses of 3 referees, to be 
sent to the Hospital Administrator. 
HASTINGS. ROYAL EAST SUSSEX HOSPITAL. (150 
.) Applications are invited for the post of HOUSE 
SURGEON (surgery/E.N.T.—pre-registration), vacant on 20th 
February, 1958. his Hospital is the main surgical hospital 
in = Hasti area and the post offers excellent experience. 
Apply, with 2 testimonials or the names of referees, to 
Hospital Administrator. 
HASTINGS. raat EAST SUSSE ITAL. (1 
Beds. ) Appi lications invited for the yor of CASUALTY 
AND OR OPEDIC HOUSE SURGEON of 2 similar 
ree graded Senior House Officer. Post vacant 22nd February, 
Apply, with 2 testimonials or the names of 2 referees, to the 
Hospital Administrator. 
HERTFORD wig Ag 4 roe tn yi vast Boat Beds. Hospital 
situated 21 miles from London.) ee win invited for 
appointment of RESIDENT oa oa PHYSIC AN (Male or 
Female), second post held. Recognised pre- poston post. 6 
months’ appointment. Preference given to applicants who have 
held resident omaices or medical posts in general hospital. Duties 
to commence mid-February, 1958. 
Applications to Group Secre Hertford Hospital Manage- 
ment Committee, County Hospit , Hertford, Herts 
HERTFORD COUNTY HOSPITAL. (171 Weds: Hospital 
situated 21 miles from London.) Applications are invi for 
the es aoe of HOUSE SURGEON (general surgery, 





























gynecology and obstetrics). First or second post. To commence 
as a as possible. Pre-registration post ; recognised under 
‘.R.C.S. regulations. 


Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts 
HILLINGDON HOSPITAL, Uxbridge, Middlesex. (621 
Beds.) 2 a SE SURGEONS, combined posts in obstetrics 
and gynzecol , recognised for D.Obst.R.C.0.G. and M.R.C.0.G, 
Posts vacant nning “ oe - 4 . 

Apply, stating age, nationality, ons and experience, 
and enclosing copies of not more than =P ecoma testimonials, to 
Medical Director by 3rd February. 
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HEMEL HEMPSTEAD, HERTFORDSHIRE. wesT LEEDS REGIONAL HOSPITAL BOARD. Registrar in 
225 Beds in 


HERTS HOSPITAL. 2 HOUSE SURGEONS (pre-registration) 
required. 
Applications, giving full details and 2 names for reference, 
should be sent to the Hospital Secretary as soon as possible. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty immediately. The 
post is recognised as a pre-registration appointment and for 
the F.R.C.S. Salary in accordance with national scale. 
Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 
H. J. JOHNSON, 
Secretary to the Management Committee. 
The Roval Infirmary, Huddersfield. 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from provisionally registered medical practitioners 
for the post of HOUSE PHYSICIAN, to commence duties on 
Ist March, 1958. Salary in accordance with national scales. 
Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 
H. J. JOHNSON, 
Secretary to the Management Committee. 
The Royal Infirmary, Huddersfield. 
HUDDERSFIELD. ST. LUKE’S HOSPITAL. (235 Beds.) 
Applications are invited for the post of RESIDENT MEDICAL 
OFFICER (Junior Hospital Medical Officer grade) at the above 
Hospital, to commence duties immediately. The Group Geriatric 
Admission Unit is based on this Hospital, which also caters for 
acute medical and surgical, peediatric and maternity patients. 
Salary in accordance with the terms and conditions of service 
for hospital medical and dental staff, £852 10s.-€55-£1182 10s. 
p.a. House available for married candidate. 
Applications, together with copies of 3 recent testimonials, to 
be sent to the undersigned as soon as possible. 
H. J. JOHNSON, 
Secretary to the Management Committee. 
Royal Infirmary, Huddersfield 
VICTORIA HOSPITAL FOR SICK CHILDREN, 
Park-street. HOUSE SURGEON required immediately. Recog- 
nised for D.C.H. An interesting and varied post which includes 
outpatient and casualty work. 
Applications, together with details of 
monials, & to the Hospital Secretary. 
HUNTINGDON COUNTY HOSPITAL. Applications are 
invited for the post of HOUSE OFFICER (surgical) now vacant. 
Post recognised for pre-registration purposes. 
Apply, with full particulars and names of 2 
Secretary, County Hospital, Huntingdon. 
ILFORD. KING GEORGE HOSPITAL, Eastern-avenue. 
There will be a vacancy for a HOUSE PHYSICIAN at above 
Hospital on 21st February, 1958. Ist or 2nd post pre-registration. 
The post will be tenable for 6 months. 
Applications, giving full particulars and accompanie d by 
testimonials, should be sent to the undersigned within 7 days of 
the appearance of this advertisement. 
H. F. HARRIS, Group Secretary Ilford, and 
Barking Group Hospital Management Committee. 
King George Hospital. 
IPSWICH AND EAST SUFFOLK HOSPITAL (Angliesea- 
ROAD WING). (356 Beds.) Applications are invited for 2 posts of 
HOUSE SURGEON to Consultant General Surgeons, both 
vacant mid-January. The posts are recognised for pre-registra- 
tion and for the F.R.C.S. examinations. 
Applications, with copies of recent testimonials, to Hospital 
Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL, Anglesea- 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the E.N.T. and Ophthalmic Depart- 


The 
HULL. 


experience, testi- 


referees, to 


ments. The post is recognised for pre-registration and for the 
D.L.O. examination. 
Applications, giving full particulars and copies of recent 


testimonials, to Hospital Secretary. = 
KETTERING AND DISTRICT GENERAL HOSPITAL. 


CASUALTY OFFICER (Senior House Officer), Recognised 
for F.R.C.S. The post, vacant now, offers wide experience 
of all traumatic conditions including fractures and some 


orthopedic cases with charge of 30 Beds. 

Applications, accompanied by testimonials, 
Group Secretary, General Hospital, Kettering. 
LANCASTER. ROYAL LANCASTER INFIRMARY. (230 
Beds.) RESIDENT SENIOR HOUSE OFFICER (surgical). 
The successful applicant will work with a consultant surgical unit 
and attend at consultative clinics. The post, recognised for 
F.R.C.S., is vacant Ist March next. 

Applications, with names of 2 referees, to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lancaster. 
LANCASTER. ROYAL LANCASTER INFIRMARY. (230 
Beds. ) RESIDENT SENIOR HOUSE OFFICER (ortho- 
peedics). The successful applicant will work with an orthopedic 
and traumatic specialist unit. The post, recognised for F.R.C.S., 
is vacant on Ist April next. 

Applications, with names of 2 referees, to be addressed to the 
Group Secretary, Royal Lancaster Infirmary, Lancaster. 


to be sent to the 


LEEDS. UNITED LEEDS HOSPITALS / LEEDS 
REGIONAL HOSPITAL BOARD. 
REGISTRAR in Neurology for duties divided between the 


Department of Neurology at The General Infirmary at Leeds 
(20 Beds) and Pinderfields General Hospital, Wakefield (38 Beds). 
SENIOR REGISTRAR in Radiology at The General Infirmary 
at Leeds (7 notional half-days per week) and The County Hos- 
pital, York (4 notional half-days per week). 

Applications, stating age, qualifications and details of present 
and previous appointnfents with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 12th February, 1958. 
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Anesthetics, Huddersfield Group (approximately 
the surgical specialties). Non-resident. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 12th February, 1958. 
LEEDS REGIONAL HOSPITAL BOARD. Registrar 
vacancies 
Anesthetics 

Hull A, B: 
F.F.A.R.C.S. Duties may 
resident. Post vacant Ist 
Ge —< Medicine 

James’s Hospital, Leeds (206 general medical beds). Duties 
am of Resident Medical Officer. Post vacant Ist April, 1958. 
General Surgery 

Dewsbury, Batley 
beds), may include some duties in the Casualty 
Resident. 

Hull Royal Infirmary 
hospitals in the Hull A Group. 
Officer and includes additional duties in the ¢ 

Otley Gene’ ral Hospital (42 general surgical beds). Recognised 
for the F.R.C. Consultant staff mainly from Leeds Teaching 
Hospital. (Resident married quarters available.) Post vacant 
Ist April, 1958. 

Applications, stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, ag Joint Registrars 
Committee, Park-parade, Harrogate, by 29th January, 1958. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds.) Applications are 
invited for the appointment of RESIDENT SENIOR HOUSE 
OFFICER (surgical). Salary £819 10s. p.a. less £150 residential 
emoluments. The appointment is tenable for 6 months, and may 
be extended for a further period of 6 months. Experience will be 
gained in all branches of thoracic surgery, including cardiac 
surgery. The post is recognised for the Fina] Fellowship. 

Applications, giving, qualifications, dates, &c., and copies of 
2 recent testimonials, to be forwarded as soon as possible to the 
Department of Thoracic Surgery at the above Hospital. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT. (266 Beds.) SHEFFIELD REGIONAL HOSPITAL BOARD. 
Whole-time REGISTRAR (chest and infectious diseases) 
required. This Hospital offers interesting work, having units for 
infectious diseases and all forms of chest diseases, complete 
thoracic surgical unit and outpatient sessions for chest diseases 
and cardiology. Single accommodation is available. Appoint- 
ment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 3rd February, 1958, giving age, 
nationality, qualifications, ——— and previous appointments 
with dates, naming 3 referee bE 
LEICESTER. TOWERS ‘MENTAL HOSPITAL. (1168 
Beds.) Applications are invited for the whole-time post of 
JUNIOR HOSPITAL MEDICAL OFFICER. Salary £852 10s. 

£55-£1182 10s. There is ample opportunity for experience in 
all branches of psychiatry including outpatient work and the 
Hospital is recognised for D.P.M. experience. Facilities for post- 
graduate ss. exist at Sheffield University. Resident accom- 
modation is available for a single man or woman, for which the 
appropriate charge will be made. Candidates must have com- 
pleted their service with H.M. Forces. 

Applications, giving age, nationality, and full details with the 
names of 2 referees, to be sent to the Medical Superintendent as 
as soon possible. 

LEIGH INFIRMARY, Leigh. 
tration post. 

Applications, with names of 2 referees, to Secretary, Wigan 
and Leigh Hospital Management Committee, Knowsley House, 
Wigan. Fas ; BP used 
LINCOLN COUNTY HOSPITAL, Sewell-road. (200 Beds.) 
Applications are invited from pre-registration candidates for 
appointment as es SE SURGEON for 6 months, commencing 
in February, 1958, to be followed, if satisfactory, by appoint- 
ment as House Physician for a further 6 months. 

Full particulars should be sent to R. W. Howick, Group 
Secretary. ee a ee en x eee 
LINCOLN. ST. GEORGE’S HOSPITAL. (242 Beds.) 

REGIONAL HOSPITAL BOARD. Whole-time RESI- 


SHEFFIELD ‘ 
DENT REGISTRAR (peediatrics) required. Duties include 
exchange transfusions, 


care of newborn and premature babies, 

neonatal surgery and duties at a maternity unit at Lincoln 
County Hospital. This post offers excellent opportunity for the 
study of metabolic diseases in childhood and infancy. A new 
cubicled unit is being opened. Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood- road, Sheffield, by 3rd February, 1958, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
LIVERPOOL. NORTH LIVERPOOL HOSPITAL MAN- 
AGEMENT COMMITTEE. Vacancies will soon be available as 
follows :— 

HOUSE 


Recognised for the 


Riding Groups. 
Non- 


include thoracic anesthesia. 
April, 1958. 


and East 


and Mirfield Group (120 general surgical 
Department. 


(80 general surgical beds), and other 


Duties those of Resident Surgical 
Casualty Department. 


House Surgeon, pre-regis- 





SURGEON at Bootle Hospital, from 22nd January. 
HOUSE PHYSICIAN at Bootle yen eee Ist March. 
Both recognised for pre-registration serv. 

RESIDENT JU NIok HOSPITAL MEDIC ‘AL OFFICER at 
Waterloo Hospital, from 16th February. 
Applications, with names of 2 referees, to Secretary, Walton 

Hospital, Liverpool, 9. 

LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 

Applications are invited for a post of Locum SENIOR REGIS- 

TRAR in Pathology for duty at the David Lewis Northern 

Hospital for the period to 28th February, 1959. 

Apply as soon as possible on form obtainable from the Secre- 

tary, 80, Rodney-street, Liverpool, 1. 
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LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a temporary appointment to the 
ost of REGISTRAR in Pathology for duties at the Women’s 
Hospital for the period to 30th September, 1958. The person 
appointed will be eligible to apply in the summer for appointment 
for the year beginning Ist October, 1958. 

Apply by 15th February on —e obtainable from the Secre- 
tary, 80, Rodney-street, Liverpool, 

LIVERPOOL. WALTON A OSPITAL (1285 Beds.) 
Vacancies will occur on Ist March for :— 

SENIOR HOUSE OFFICER in E.N.T. Recognised for D.L.O. 

SENIOR HOUSE OFFICERS (2) in Obstetrics and Gyneco- 
logy, for term of 1 year. Recognised for M. and D.Obst.R.C.0.G. 

SENIOR HOUSE OFFICER in Pathology. Selected applicant 
wil! be afforded experience sag a in each section of the 
new Department of Pathology, in t 

SENIOR HOUSE OFFICER in Seatonal Neurosurgical Unit. 
Recognised for F.R.C.S. diploma. Term of 1 year, renewable. 

HOUSE OFFICERS (2) in General Medicine and (1) in General 
— Recognised for pre-registration service. 

Dply to Physician-Superintendent, giving names of 2 referees 
a etails of age, nationality and qualifications. 
LICHFIELD (near). ST. MATTHEW'S HOSPITAL, 
BURNTWOOD, LICHFIELD, STAFFORDSHIRE. (1530 mental beds. ) 
BURTON-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. JUNIOR 
HOSPITAL MEDICAL OFFICER (psychiatry) required. 
Resident accommodation available. Facilities for taking a 
D.P.M. course at permingbom University 

Applications, with 2 references, to the Medic al Superintendent. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. HOUSE SURGEON, post now vacant. Tenable for 6 
months. Recognised as pre-registration post and for F.R.C.S. 

Applications —s age, nationality, qualifications and ex- 
perience, together with copies of two recent testimonials, to the 
Secretary of the Hospital. NLS 
MACCLESFIELD HOSPITAL. Applications invited 
for SENIOR HOUSE OFFICER ANASTHETIST. Resident or 
non- “resident. Main duties Infirmary Branch. Hospital recognised 
F.F.A. R.C.S. and D.A. Excellent facilities for study. 

Apply immediately to Group Secretary, Macclesfield and 

District Hospital Management Committee, Willerby House, 
Cumberland-street, Macclesfiéld. 
MAIDENHEAD HOSPITAL, Berkshire. Applications 
invited for post of SENIOR HOUSE OFFICER (medical) for 
Maidenhead General Hospital with duties at St. Mark’s and 
Isolation Hospitals, Maidenhead. Appointment for 1 year, 
commencing Ist February. 

Applications, stating age, qualifications, experience and 
nationality, and 3 testimonials or names of 3 referees, to 
Secretary. : ie 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL yg (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. petconene are invited for the appointment of 
SENIOR HOU SE SURGEON in the E.N.T. Department of the 
above Hospital. Post vacant end of January, 1958. There are 
55 E.N.T. beds and 6 specialist operating sessions each week. 
Valuable experience is available, and the post is recognised for 
the purpose of the F.R.C.S. and the D.L.O. Salary will be 
£819 10s. a year, less £150 a year for residential emoluments. 

Applications to the Administrative Officer, Kent County 
Ophthalmic and Aural Hospital, Maidstone, Kent. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
ree ications are invited for the pre-registration post of HOUSE 

RGEON. 6 months’ appointment. Post vacant mid-January, 
1958. oy at the rate of £467 10s.-£577 10s. A deduction at 
the rate of £125 a year is made for board and lodging, and other 
services provided. 

Applications should be forwarded, as soon as possible, to the 
Administrative Officer at the Hospital. 
Tt iy + ee WEST KENT GENERAL HOSPITAL. 
(141 Beds.) D-KENT HOSPITAL MANAGEMENT COMMITTEE. 
CASU ALTY OFFIC ER (Senior House Officer). Recognised for 
fe sa ony S. Salary £819 10s. p.a. less £150 p.a. for board and 

dging. ” Post vacant February, 1958. 
kon ications to the Administrative Officer at the Hospital. 
































MANCHESTER REGIONAL HOSPITAL BOARD. Sur- 
GICAL REGISTRAR (resident) required at Birch Hill Hospital, 
Rochdale. Accommodation for married man available if required. 
Post recognised for 6 months’ F.R.C.S. experience and tenable 
for 1 year in first instance. 

Apply at once to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, Lanes, giving usual details. 
MANCHESTER, 20. CHRISTIE HOSPITAL AND HOLT 
RADIUM INSTITUTE. SOUTH MANCHESTER HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from resident medical 
practitioners for the post of RESIDENT SENIOR HOUSE 
OFFICER (radiotherapy) at the above Hospital. Suitable 
in Apri 19 will be eligible for the D.M.R.T. course commencing 
n April, 

Applications, with full details and the names of 2 referees, to 
the Group Secretary, Withington Hospital, Manchester, 20, 
immediately. __ 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for the post of RESIDENT CLINICAL PATHOLOGIST (Senior 
House Officer grade). Candidates must have held house appoint- 
ments but previous laboratory experience is not essential. 
Suitable for candidates interested in obstetrics and/or pediatrics 
wishing to obtain laboratory experience. The duties will be 
pay in the Department of Clinical Pathology, Saint Mary’s 

Hospitals, but the holder of the post will also spend some time 
in the Manchester Royal Infirmary. 

Application to be made on forms ge from the under- 
signed and submitted by 31st Fs ag f 958 

WISE, General Superintendent. 
Saint Mary’s Hospitals, “Whitworth Park, Manchester, 13. 




















MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications invited for 
ost of SENIOR HOUSE OFFICER in Obstetrics for 12 months 
rom ist April, 1958. Previous hospital experience in general 
medicine and surgery, and in obstetrics necessary. Recognised 
for M.R.C.O.G. examination. Duties involve clinical responsi- 
bility for mothers and babies and supervision of work of pre- 
registration House Officers. National scales. 

Application forms from the undersigned, to be returned by 

10th February, 1958. A. R. WISE, 
General Superintendent. 

Saint Mary’s Hospitals, Whitworth Park, Manchester, 13. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications invited for 
3 posts of SENIOR HOUSE OFFICER n Gynecol for 6 
months from Ist April, 1958. Previous hospital ex ence in 
medicine and surgery necessary. Recognised for .R.C.O.G. 
eg ee National scales. 

og nee forms from >= undersigned, to be returned by 
10th teary. 1958. A. WISE, General Superintendent. 

Saint Mary’s Hospitals, W le Park, Manchester, 13 

MANCHESTER, 20. WITHINGTON — South 
MANCHESTER HOSPITAL MANAGEMENT COMM Appirations 
are invited for the post of RESIDENT. SENIO 
OFFICER to the Regional Oral Surgery and Maxillo-Facial Unit 
at the above Hospital. The post provides every opportunity to 
study for F.D.S. and has R.C.S. recognition. 

Applications, with full details, including the names of 2 referees, 
should be forwarded to the Group Secretary. 
MIDDLESBROUGH. NORTH ORMESBY HOSPITAL. 
TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of HOUSE PHYSICIAN, Male or Female, at 
the above Hospital. The medical unit consists of 52 beds and has 
an establishment for 2 pre-registration House Physicians, 1 post 
being already occupied. 

Applications, stating age, qualifications, and experience, 

together with names of 2 referees, should be addressed to the 
Hospital Secretary. 
MIDDLESBROUGH (near). HEMLINGTON HOSPITAL. 
TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER required for Neurosurgical Department of 24 
Beds. Post offers wide experience in neurology. No previous 
experience necessary 

Applications, with names of 2 referees, to be sent to the 
Hospital Secretary. 

NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR SURGEON, whole-time, Darlington veep 4 of hospitals— 
Darlington Memorial Hospital. Post recognised for F.R.C.S. and 
available 21st March, 1958. Single accommodation available. 
Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne 6, within 14 days. if 
NEWCASTLE REGIONAL HOSPITAL BOARD. Regis- 
TRAR OBSTETRICIAN AND GYNACOLOGIST, yoo 
resident. Darlington Group of hospitals—Greenb ank Mate 
(71 maternity beds s), coeraeen Memorial (26 Erawcolosionl beds). 
Post recognised f R.C.0O.G. and available 17th April, 1958. 
Single ee sdetion ‘available. 

Applications, with names and addresses of 3 referees, to Senior 
Administrative Medical Officer, Regional Hospital Board, Ben- 
field-road, Newcastle upon Tyne, 6, within 14 days. 
NEWCASTLE REGIONAL HOSPITAL eee en ae 
AREA FOR CUMBERLAND AND NORTH WESTMO ND. 
CUMBERLAND GROUP OF HOSPITALS. SURGICAL REGISTRAR 
(resident) (whole-time) required for 1 year in the first instance 
with aes likelihood of extension. Main duties at the Cumberland 





























Infirm: Carlisle (332 Beds), where the Registrar will have 
duties “4 the Cafualty De arteneas and in the wards. The post 
is rec ised under the F. S. regulations. 


Applications, together th names and addresses of 1-3 
referees, and/or 1—3 testimonials, to the Senior Administrative 
Medical Officer, 72, Warwick-road, Carlisle, within 14 days. 
NEWBURY DISTRICT HOSPITAL, Newbury, Berkshire. 
(90 Beds.) READING AND DISTRICT HOSPITAL Fee paws mi 
COMMITTEE. Applications are invited from € red mi 
he py for the ee: de RESIDENT SENIOR 

OUSE OFFICER (general s' quarters available. 

Write, stating , qualificat rn ath re nationality and 

resent ‘post, toget. er with the names of 3 referees, to Group 
Rocretaxy, Reading and District Hospital Management Com- 
mittee, 3, Graven-road, Reading. 
NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
Recognised = the D.C.H.) Applications are invited for the 
OSENIO ey 

SENI HOUSE OFFICER (medical), vacant 6th March, 


SENIOR HOUSE OFFICER (surgical), vacant 15th March, 


yi osts are tenable for 6 months or a Page by agreement. 
plications, with copies of 2 testimoni should be sent to 
the potary, Nottingham Children’s Hospital, Chestnut-grove, 
Nottingham 
NOTTINGHAM CITY HOSPITAL. (811 Beds.) B ig - away 
tions are invited for the post of HOUSE SURGEON, vacant 
may February, 1958. Recognised for pre-registration purposes. 
pplications, my 4 age, nationality, qualifications and 
pe ence, together with copies of not more than 3 testimonials, 
to be sent to the Hospital Secretary, City Hospital, Hucknall- 
road, Nottingham. 
NOTTINGHAM CITY HOSPITAL. (811 Bode) i lica- 
tions are invited for the post of RESIDENT PATHOLOGIST 
(Senior House Officer). Previous experience an advantage. 
Post vacant immediately. 

Applications, stating age, nationality, qualifications and experi- 
ence, together with copies of not more than 3 testimonials, to be 
sent to the Hospital Secretary, City Hospital, Huc -road, 
Nottingham. 
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NOTTINGHAM CITY HOSPITAL. (811 Beds.) Applica- 
tions are invited for the post of HOUSE PHYSICIAN vacant on 
15th February, 1958. Recognised for pre-registration purposes. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of not more than 3 testimonials, 
to be sent immediately to the Hospital Secretary, City Hospital, 
Hucknall-road, Nottingham. 
NOTTINGHAM. FIRS MATERNITY HOSPITAL. (40 
Beds.) Required RESIDENT SENIOR HOUSE OFFICER 
(obstetrics). Post vacant 8th March, 1958. Recognised for 
D.Obst.R.C.0.G. Previous experience in obstetrics an advantage. 

Applications, with copies of 3 testimonials, to the Hospital 
Secretary, City Hospital, Hucknall-road, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Roetications 
are invited for the post of SENIOR HOUSE OFFICER (casu- 
alty), duties to commence about 14th February. Establishment 

. Recognised for F.R.C.S. Post offers wide experience of 
casualty work. 

Applications, stati age, nationality, qualifications and 
experience, together with copies of testimonials, to be sent to 
the Secretary, General Hospital, Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Resident Pre- 
registration HOUSE SURGEONS required, 4th February, 5th 
February. 

Applications, stati age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary. 


NORWICH > 























LITTLE PLUMSTEAD MENTAL 
DEFICIENCY HOSPITAL. (1000 Beds.) Applications are invited for 
the . — “F- of JUNIOR HOSPITAL MEDICAL OFFICER. 
The ospital is modern, has a large outpatient service and 
admits many young patients for short periods for physical and 
mental investigation. Interest in physical medicine is encouraged. 
Married or single quarters available. 
e ~ — with the names and addresses of 2 referees, to 
Medical Superintendent, Little Plumstead Hospital, near 
|, Norfolk, by 31st January, 1958. 
NORWICH. ST. ANDREW'S HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointment 
of JUNIOR HOSPITAL MEDICAL OFFICER (Male) for duty 
at the Mental my oy: of 240 Beds at Great Yarmouth which is 
to be attached to the St. Andrew’s Group as from Ist April, 1958. 
Accommodation available for a single or married man. National 
Health Service salaries and conditions apply. Previous experience 
in psychiatry desirable but not essential. 

‘urther particulars may be obtained from the Medical Super- 
intendent, St. Andrew’s Hospital, Thorpe, Norwich, to whom 
applications, giving details of age, qualifications, experience, and 
the names of 2 referees, should be addressed as soon as possible. 
OXFORD. NUFFIELD ORTHOPADIC CENTRE, Head- 
INGTON, OXFORD. Applications are invited from suitably 
qualified persons for a SENIOR HOUSE OFFICER grade 
appointment from Ist March, 1958. 

Applications, with names of referees, to the Secretary as soon 
as possib 


(near). 











READING AREA DEPARTMENT OF MEDICINE. 
READING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered and _ provisionall iF 
registered medical practitioners for 2 posts as RESIDEN 

HOUSE PHYSICIAN, vacant ist March, 1958, for a period of 
6 months. Successful candidates will be required to carry out 
duties at the following Reading hospitals : Royal Berkshire 
Bospital (397 Beds), Battle (374 Beds), and Prospect Park (104 

eds ). 

Write immediately, en age qualifications with dates, 
nationality, present post. with copies of 2 recent testimonials, 
to Secretary, Royal Berkshire Hospital, Reading. 

READING. BATTLE HOSPITAL. (391 Beds.) Reading 
AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited from registered medical practitioners for the post of 
RESIDENT JUNIOR HOUSE SURGEON in the Accident and 





po gp Department. F.R.C.S. recognised. Also casualty 
uties. 

Apply, stating age, qualifications with dates, nationality, 
present post, with copy of recent testimonial, to Secretary. 





READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNECOLOGY. (100 Beds.) Applications are 
invited from registered medical practitioners for the resident 
post of HOUSE SURGEON to the above Department. The 
appointment, which is vacant on the 19th February, 1958, is 
for 1 yeet. with 6 months’ gynecology at the Royal Berkshire 
Hospital, and 6 months in the maternity unit at Battle Hospital. 
Both appointments are recognised = i e D. a ree of the Royal 
College of Obstetricians and Le 5 ee nn 

Write, stating age and qualifications ‘th dates, nationality 
and present appointment, with copy of 1 recent testimonial, to 
Secretary, Royal Berkshire Hospital, Reading. 

READING. ROYAL BERKSHIRE HOSPITAL. (397 Beds.) 

READING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 

Ap ppemiene are invited from istered and poe. 
red medical os for the resident post of HOU 

P YSICIAN in the Pediatric | th hg vacant Ist March, 

1958, and tenable for 6 months. 

Write, stating age, p qualifications with dates, nationalit}, present 
post, with copies of 2 recent testimonials, to Secretary. 
READING. ROYAL BERKSHIRE HOSPITAL. (397 Beds.) 
READING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Sons are invited from istered and provisionall 








stered medica] practitioners ton the resident post of HOUS 
SURGEON, vacant ist March, 1958, and tenable for 6 months. 
Write, stating age, qualifications with dates, nationality, 

present post, with copies of 2 recent testimonials, to Secretary. 
RHYL. ROVAL ALEXANDRA HOSPITAL. (138 Beds.) 





Applications are invited from pre- stration or coed 
medical practitioners for the post of HOUSE SURGEON. Post 
tenable for 6 months as from Ist February, 1958. d 


for F.R.C.S 

Applications, with 2 testimonials, to be sent forthwith to 
Group Secretary, Clwyd and Deeside Hospital Management 
Committee, Rhianfa, Russell-road, Rhyl. 





PLYMOUTH. SCOTT ISOLATION HOSPITAL. House 
PHYSICIAN (resident, Male), post vacant 7th February, 1958. 
Recognised pre-registration post which offers excellent experi- 
ence. 

Applications should be sent to the Group Secretary, Plymouth 
Special Hospital Management Committee, 8, Nelson- -gardens, 
Stoke, Plymouth, Devon. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL. SENIOR HOUSE OFFICER in xe Ys vacant 
Ist April, 1958. Recognised for the D.A., and F.F.A. 8. 

Applications, giving age, nationality and wt any with 

names of 3 referees, to be sent to the Group Secretary, 7, Nelson- 
gardens, Stoke, Devonport. 
PLYMOUTH. SOUTH DEVON AND EAST CORN- 
WALL HOSPITAL, FREEDOM FIELDS. Central Casualty Department 
SENIOR HOUSE OFFICER in Casualty, vacancies Ist February, 
Ist April, 1958. Recognised for the F. 

Applications, stating names of 3 3 referees, to be sent to the 

Group Secretary. 
PORTSMOUTH AND ISLE OF WIGHT AREA PATHO- 
LOGICAL SERVICE. SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the post of REGIS- 
TRAR in Pathology. The successful candidate will be expected 
to do a tour of duty in the departments of bacteriology, hemato- 
logy, histology and biochemistry at the Central Laboratory, and 
may also be required to work in any of the laboratories covered 
by the Service. The Laboratory is recognised for the Diploma 
of Pathology. Vacant Ist April, 1958. 

Forms of application may be obtained from the Group Secre- 
tary, Portsmouth Group Hospital Management Committee, 
Saint Mary’s Hospital, Milton Road, Portsmouth, which should be 
returned to him, duly completed, on or before 3rd February, 
1958. Canvassing will disqualify. Candidates may visit the 
Central Laboratory, Milton-road, Portsmouth, by arrangement 
with the Senior Pathologist. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
— 
1) Saint Mary's Hospita 











(a) a HOUSE ' PHYSICIAN. Vacant 8th 
Fe aU: 
HOUSE. SURGEON (pre-registration). Vacant 30th 


PRA. 1958, Ist February, 1958, 9th February, 1958, llth 
February, 1958. 
(2) Royal Portsmouth Hospital 


PZ,DIATRIC MEDICAL HOUSE PHYSICIAN. Vacant 
Ist February, 1958. 
(3) Queen Alexandra Hospital 
HOUSE SURGEON (pre-registration ). Vacant 12th 


February, 1958. 


Applications, stating experience and 5 = 
as 


together with the names of 3 referees, should be forward 
soon as possible to E. H. Hurst. 
St. Mary’s Hospital, Milton-road, Portsmouth. 
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RICHMOND, SURREY. ROYAL HOSPITAL. Senior 
HOUSE SURGEON (resident) required 6th February, 1958, for 
busy general ———— of 121 Beds with full consultant staff. 
Apply, givi age, qualifications, experience and names of 
2 referees, to A atahtanetave Officer, immediately. 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 Beds.) 
SENIOR HOUSE OFFICER required for Geriatric Unit at the 
above Hospital. Post vacant approximately Ist March, 1958. 
A wide range of facilities are available at the Hospital for the 
investigation, treatment and rehabilitation of acute and chronic 


pplications, stating age, &c., to be sent to the Secretary at 
the 4 ve Hospital as soon as possible. 
ROCHFORD GENERAL HOSPITAL. (622 Beds.) 
Required, Locum SENIOR HOUSE OFFICER pal medi- 
cine) for ‘period 6th—23rd February inclusive. 
—e to Secretary at the above Hospital as soon as 











SousOnD, ESSEX. GENERAL HOSPITAL. (622 Beds.) 
Locum REGISTRAR in Pathology required from Ist February, 
1958, on month-to-month basis, pending appointment being 
made by the Regional Hospital Board. 

“Applications to the Secretary as soon as possible. 
ROMFORD, ESSEX. OLDOCHURCH HOSPITAL. (722 
Beds.) RESIDENT HOUSE SURGEON required from 24th 
January, 1958. Open to either pre-registration applicants or to 
wat registered ractitioners. 

y immediately to Group Secretary, Romford Group Hos- 
a Committee, Oldchurch Hospital. 
a aaarOen, ESSEX. OLDCHURCH HOSPITAL. (722 Beds. 
SENIOR HOUSE OFFICER (resident or non-resident) req 
for duties in the Casualty Department. Available for Male or 
Female applicants. This is a large general hospital with s d 
departments dealing with all types of acute medical and surgical 
cases. The post affords good opportunity for gaining tuition and 


experience 
Ap lications should be forwarded immediately to the Sroup 














, Romford Group Hospital Management Committee, 
Oldchurch Hospital, Romford. 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. 


SENIOR HOUSE OFFICER (Male or Female) required from 
5th February, 8. Duties include work in general medicine 
and in the regional poliomyelitis unit (30 Beds) where —-* 
experience of modern methods can be obtained. Resident post. 
Applications to the Medical Superintendent. 
ROMFORD. RUSH GREEN HOSPITAL. (301 Beds.) 
RESIDENT SENIOR HOUSE SURGEON required from 
llth February, 1958. eee for the F.R.C.S. 


ex lence in bus 
yon wt A ny nurcal be , ew immediately to Medical 
Superintendent, stating also names of 2 referees. 
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ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
.) RESIDENT HOUSE PHYSICIAN (Male or Female) 
required from 7th February, 1958. This Hospital provides for 
eoue medical, surgical and infectious patients. The post, which 
is also ey to pre-registration candidates, offers good oppor- 
caniiies or gaining experience in both general medicine ahd 
evers. 

Applications should be addressed immediately to the Medical 
Superintendent, stating also names of 2 referees. 
SALFORD. LADYWELL HOSPITAL. (Chest Unit—110 
ree. & “avers HOSPITAL MANAGEMENT COMMITTEE. sogeer lica- 
invited for the resident post of JUNIOR HOS 
MEDICAL oa * the above Hospital. The post is tenable 
for a ma reo 4 years. Previous experience in the 
treatment of pu onary tuberculosis is desirable. There is a 
es Thoracic Surgeon and the gy is undertaken at 

Baguley Hospital,  —~aecumneaene which is nearby. Salary in 
aay ee with scale. 

pplications, Ror age, qualifications and expe 

onal er with the names of 2 referees, should be sabmnitted 
eeey te to the Hospital Secretary, Ladywell Hospital, 
Salford, 5, Lan 
SALISBURY GENERAL HOSPITAL. sia want are 
invited for the Cae of RESIDENT HOUSE SURGEON/ 
HOUSE PHYSICIAN to run consecutively in this order 
for a period of 6 months in each post. The post is open to 








ay tration candidates 
pply y, naming 2 referees, to Group Secre , Salisbury Group 
Hosbhea 1 Management Committee, Odstock Hospital, Salisbury. 








SCOTLAND. NORTHERN REGIONAL HOSPITAL 

BOARD. Spenser are invited for the whole-time resident t 

oe REGISTRAR Psychiatry at Craig Dunain Hospital, 
nverness. 

Forms of application and further particulars may be obtained 
from the undersigned with whom applications should be lodged 
by 15th February, 1958. 

A. FRASER, M 


Secretary and Administrative “Medical Officer, 
Office of the peel Regional Hospital Board, 
Raigmore, Inverness. 

SOUTH-EASTERN REGIONAL HOS- 
REGISTRAR in Radiodiagnosis at the Royal 
Infirmary of Edinburgh. The work will include periods of duty 
at other hospitals in the region. 

Apply, gi particulars of ase, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 15th February, 1 1958. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance. 

SENIOR REGISTRAR in Psychiatry at Hawkhead Mental 
or Glasgow, and associated clinics. Small flat available if 


re 

TENIOR REGISTRAR in Pathology based at the Glasgow 
ay Infirmary for duties in Lanarkshire. 

pplications (12 copies), stating date of Laan) Spetsentions. 

exper ence, present appointment, and the names 3 referees, to 
reach the Secretary, yestern onal Hospital Boo 64, West 
Regent-street, Glasgow, C.2, by 8th February, 1958. 
SHEFFIELD, 5. CITY GENERAL HOSPITAL. Applica- 
tions are invited for the resident (pre-registration) post of 
HOUSE SURGEON in Orthopeedics 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 





SCOTLAND. 
PITAL BOARD. 












names of 2 persons to whom re’ —_ a be made, should be 
forwarded to the Group Secreta eld No. 1 Hospital 
t Committee, Nether E ital, Sheffield, 11. 








SneSFIaLD, 10. LODGE MOOR HOSPITAL. ( Beds.) 
SHEFFIELD NO. 3 HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited from red medical practitioners for the 
ost of RESIDENT = OR HOUSE OFFICER in Infectious 
ing late March, 195 sai Candidates should have 
held a resident appointment in a hos — spacey AOte 108. p.a. 
subject to a deduction of £150 p.a. for residen emoluments. 
The appointment is normally for 1 year, subject to 1 month’s 
notice on either side. 
Applications, stat; 
Secre’ 


Lodge 
sH 1ELD. H 








age, qualifications, &c., to the Sree 
Sheffield No. 3 Hospital Management Committee 

oor Hospital, Sheffield, 10. 

UNITED SHEFFIELD HOSPITALS. 





RESIDENT SENIOR HOUSE OFFICER Leaheeesee) Se quired 
for the Jessop Hospital for Women. Post vacant 1 ‘Aprile 1958. 
Applications, with names of 3 referees, to be toy immediately 


to the Superintendent, Jessop Hospital for Women, Leavygreave- 
road, Sheffield, 3. 
SHEFFIELD. THE UNITED EFFIELD HOSPITALS. 
THE ROYAL HOSPITAL. HOUSE OFFICER required at once for 
Ortho a i Department. Post naw vacant. Pre-registration 
candi considered. 

Applications, with names of 2 referees, or copy testimonials, 
to Superintendent, Royal arto 6 West -street, aS 

H LD. THE U PITA 
THE CHILDREN’S HOSPITAL. ” Apementiens invited om a regtored 

medical practitioners for the vacant . nee of HOUSE PHYSI- 
CIAN resident) to, to a professorial unit at the above Hospital 

Applications, stating age, qualifications and experience, with 
the names of 3 po or a. to be sent immedi- 
soe ‘ Superintendent, ldren’s Hospital, Western Bank, 
Sheffield, 10. 
SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. (120 acute surgical and 50 orthopedic beds.) CASUALTY 
OF ere (Senior House Officer). Post recognised for Casualty 
by R.C.S. Duties in casualty and het oe oa departments. 
Non-resident (single accommodation availab 

Applications to Secretary, Southlands Hospital. 

A. V. OaKTON, Group Secre tary 

Worthing Group Hospital Management Committee. 











SHREWSBURY. SHELTON MENTAL HOSPITAL. 
(1000 Beds.) SHREWSBURY HOSPITAL GROUP. JUNIOR HOS- 
PITAL MEDICAL OFFICER. Appointment for 1 year in 
instance. Single residential accommodation available. Recog- 
nised for D.P.M. Associated outpatient clinics. 

Applications to Medical Superintendent. od 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Resident Locum ANASSTHETIC REGISTRAR required 
9th February—Ist Marc! 

Applications, with names of 2 referees, to Secretary 


CONS, 
net tgs alt nt CHILDREN’S HOSPITAL. eset 





nised by Conjoint Board for D.C.H.) HOUSE oO 
required. Total establishment of 3 residents. 
nationally advocated. 
pplications, ber] copies of testimonials, to be submitted by 
tet Fobrvary, 958, to the Secretary, Southampton Group 
Hospital RLF Committee, Bullar-street, Southampton. 
SOUTHAMPTON. “ROYAL SOUTH HANTS Hos: 
PITAL one oo) UTHAMPTON GENERAL HOSPITAL (469 
Beds). ENIO HOUSE Corea, (E.N.T.) required in 
Fe «hy This post is recognised for the F.R.C.S. (Eng.) 
and D.L.O. examninitions and provides experience in all branches 
of E.N.T. work. The Group includes a diagnostic and distribut- 
ing hearing-aid centre. 
Applications, with copies of recent testimonials, should be 
forwarded as soon as possible to the Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, South- 


ampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (274 Beds.) RESIDENT HOUSE SURGEON required. 
Pre- tration candidates eligible. 
App ery with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Co: ittee, Bullar-street, Southampton. 
SOUTHAMPTON. Poppet SOUTH HANTS egy the ws 
SOUTH WEST METROPO: N REGIONAL HOSPITAL BOARD lica- 
tions are invited for the ‘post of ORTHOPADIC REGIS AR 
to a team of 3 Ortho ns at the above — ital. 
This Hospital is the centre to which all trauma cases from 
indus town and port are directed, thus providing envelient 
a in the treatment of traumatic conditions ; patients 
with = hopeedic conditions gh also ——- from a wide area. 
The candidate will be a to perform clinical 
duties at peripheral hospitals. The post, which becomes vacant in 
March, is recognised for the Fellowship. 
Forms of application may be "obtained from the undersigned, 
to whom they ee be returned by 12th February, 1958. 
FRANK cannes Group Secre 
a. ——- Hospital Management ommittee. 


Bullar-street, 
souTn east "METROPOLITAN REGIONAL HO8- 


A ppltce ions are invited for an appointment as 
Whole-time REG TRAR in Orthopeedic Surgery to fill a vacancy 
in the approved trainee es “e- ETy at the Group of 
and. cond The appointment will be in accordance with the terms 
conditions of service of hospital medical and dentel staff staff 
nee and Wales), and will be for 1 year in the first instance. 
pplications, giving particulars of age, qualifications and 
experienc lence, with a a — — tary, names and 
sen’ e ediotrers 
— Regional Hospital Board 
: 1, Portland- place, London, , not later than St February, 


SOUTH EAST NORTHUMBERLAND HOSPITAL MAN- 


AGEMENT COMMITTEE. JUNIOR AN ASTHETIST pea 


Hospital Medical Officer or Senior House O: hoot grede f 
to Sees Pest recognised under fellows) d diploma 


po with names of 2 referees, to Group Secretary, 
Preston Hospital, North Shields. 











SOUTH FEnS Sant ERAL nao TAL. Applications are 
invited fro: red practitioners 
GEON, vacant 9th 


m registe onally 
for the post of WESIDENT HO: HOUSE 73 
ay * h, 1958. 


pplications, stat age, qualifications, &c. (1 testimonial 
trent from pre- ration candidates seeking first appoint- 
ps ), to reach the Secretary not jatar than pen Jan r 1958. 
SOUTHEND. GENERAL HOS @ a | 
Fempesees, 5 SENIOR SURGICAL HOUSE. OFFI ER req 
for approximately 3 months, but probably longer. 
Applications should be sent to the Secretary at the Hospital 
by 3ist January, ae 58. ai 
ca- 


UT ao 
tions are sy pete carrie ba for the post 
of RESIDENT. HOUSE H a House Officer ie). 
Post vacant 5th March, 8. tment p to 
Pediatric sepertaseas, vith *faties i ological and "Skin 


De ot re nets = ost recognised for D. a a “ “ 
ica’ aus, ting age, qualifications and previous experi- 
nen, wie copies of recent testimonials, should reach the Secre- 


tary at the Hospital by 30th Jan , 1958. 
STOKE-ON TRENT. BUCKNALL beset oS (os 


Satectiows. 40 chest ae for children, 24 oconiosis, 124 
cations are invited tor D post vost of RESIDENT 


sick 
SUR UN OR HOSPITAL Mi MEDICAL OFFICER, vacant Ist February. 
Married accommodation available. The person ap ~ wat > 
ani 








associated with all departments of the Hospi 
nee to assist at the pneumoconiosis clinic. 
etailed applications, with copy yo to Physician- 
Superintendent, at the Hospital 
UTTON AN OSPITAL, Cotewoild-road 
SUTTON, SURREY. RESIDENT. SENIOR HOUSE, OFFICER 
(Casualty Officer). Post recognised for F.R.C.S. 
ruary 
Applications, stating age p Gaaitentions and experience, with 
copies of recent toatimrontals and the names of 2 — to the 


Group Secretary, St. Helier Hospital, Carshalton, Surrey. 
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SUTTON. BELMONT HOSPITAL. St. Ebba’s and 
BELMONT GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited for Ca gem a of PSYCHIATRIC REGISTRAR 
at above Hospital, which is principally concerned with the 
treatment of neuroses and the early psychoses. In addition to 
undertaking clinical duties the successful candidate may be called 
upon to work part-time in the yore oe Depart- 
ment under the direction of the doctor in charge. here are 
ample opportunities for research and the Hospital, which is 
recognised for the D.P.M., takes an active part in teaching in 
association with teaching hospitals. Candidates may visit the 
Hospital by appointment with the Acting Physician-Superin- 
tendent. 

Application forms may be obtained from the Group Secretary, 
Group Office, Belmont Hospital, Brighton-road, Sutton, Surrey, 
and completed forms (5 copies) should be returned to him within 
2 weeks of the appearance of this advertisement. 

SWANSEA HOSPITAL, Swansea. (413 Beds.) Glantawe 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the resident post of SENIOR HOUSE OFFICER in the 

ical Unit of the above Hospital. Veqeney 4th February, 
1958. The post is recognised under the F.R.C.S. (Eng.) regula- 
tions. 

AggBestions, stating age, qualifications, and experience, 
together with copies of 2 recent testimonials, should be forwarded 
to the Secretary of the Hospital. 

T. E. Jones, Group Secretary. 
SWINDON — DISTRICT HOSPITAL MANAGEMENT 
ppeties ations invited for the appointment of SENIOR 


COMMITTEE. 

HOUSE OFF as Casualty Officer and Orthopedic House 
Surgeon at Greer x estern Hospital, Swindon. Post recognised 
by R.C.S. for 6 months of year’s training under Fellowship 


regulations. Work of Accident and Orthopedic Department, 
associated with Nuffield Orthopedic Centre (Wingfield Morris 
Orthopedic Hospital), Oxford, includes la number of indus- 
trial injuries. Salary £819 10s. p.a., less charge for residential 
emoluments. 

Full details and names of 3 referees to Secretary, 7, Okus-road, 
Swindon, Wiltshire, immediately. eel f 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. RESIDENT wt ASTHETIO 
REGISTRAR required. Post recognised for F.F.A. R. 

Application forms obtainable from and solamanie to ee 
Windsor Group Hospital Management Committee, Alma-road, 
Windsor, by 8th February. by 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. Applications are invited for the post 
of HOUSE PHYSICIAN for Research in Juvenile Rheumat =. 
vacant 15th February. Post offers scope for those interested in 
research, peediatrics, apogee or cardiology. 

Applications, stating age, qualifications and experience, with 
dates, with copies of 2 testimonials, to Secretary. 
MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
post vacant 2ist January. Pre-registration post. 

Applications, stating age, qualifications with dates, and copies 
of 2 testimonials, to Secretary. 
TAPLOW, near MAIDENHEAD. “CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE PHYSICIAN required for 
post vacant 9th March. Pre-registration post. 

Applications, stating age, experience and qualifications with 
dates, and copies of 2 testimonials, to Secretary. 

TAPLOW, near MAIDENHEAD. CANADIAN ‘RED 
CROSS MEMORIAL HOSPITAL. Locum REGISTRAR required 
eer until October to the Special Unit for Research in 
Juvenile Rheumatism at above Hospital. Post offers scope in 
research, peediatrics, rheumatology or cardiology. 

Applications, stating age, qualifications and experience, with 
copies of 2 recent testimonials, to Secretary. 

CANADIAN RED 





TAPLOW, near 


TAPLOW, near MAIDENHEAD. 
CROSS . MEMORIAL HOSPITAL. Locum HOUSE SURGEON 
required for 3 months commencing 17th January. 

Apply, with copies of 2 recent testimonials, 
Secretary. 


to Hospital 

TORQUAY. TORBAY HOSPITAL. (166 general beds.) 
RESIDENT HOUSE OFFICER (surgical), Male or Female, 
required immediately. Post recognised for F.R.C.S. and pre- 
n istration purposes. There is a complement of 6 Resident House 

cers. 

Applications, stating qualifications, nationality and age, 
together with copy testimonials (quoting reference F.955/84), to 
the Group qoenotery, Torquay District Hospital Management 
Committee, Torbay ospital, Torquay, S. Devon. os 
TUNSNSSS WELLS (near). PEMBURY HOSPITAL, 

EMBURY plications invited for a pointment of SENIOR 
ORTHOBED HOUSE SURGEO) AND CASUALTY 

OFFICER (Senior House Officer grade) to begin duties as soon 
as possible. Recognised F.R.C.S. (Eng.) and tenable for 1 year. 
Work includes treatment of long and short stay cases and 
traumatic s ry with large Outpatient and Fracture Clinics 
under 2 Consultants. 

Apply, stating e, qualifications and experience, together 

with 3 testimonials, to Group Secretary, Sherwood Park, 
Pembury-road, Tunbridge Wells. 
WEST DORSET GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. AN: ESTHETIC REGISTRAR required for West 
Dorset Group of hospitals, for duties in Weymouth, Dorchester 
and Bridport. Post vacant Ist April, 1958, and tenable for 12 
months, with possible renewal for further year. Salary according 
to experience—£935 or £1061 10s. p.a., with deduction of £170 p.a. 
if resident. 

Application form, which should be returned immediately, from 
the Group Secretary, West Dorset Hospital Management Com- 


mittee, Damers-road, Dorchester, Dorset. 
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TAUNTON AND SOMERSET HOSPITAL. Ae 
are invited for the post of HOUSE OFFICER (E Post- 
registration appointment, recognised for F.R.C.S. and D.L.O. 

Applications, stating , nationality and qualifications, to- 
gether with the names of 2 referees, should be forwarded to the 
Group Secretary, Taunton Hospital Management Committee, 
Taunton and Somerset Hospital, Musgrove Park Branch, Taun- 
ton, Somerset. 
WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
Applications invited from registered medical practitioners for 
post of JUNIOR HOSPITAL MEDICAL OFFICER in Aneges- 
thetics. Rossen | for D.A. and F.F.A.R.C.S. The xR offers 
wide experience, large orthopedic ‘and thoracic units are 
located in the Hos pital in addition to the general surgical and 
gynecological wards. Appointment may be either resident or 
non-resident. If resident, a charge at the rate of £170 p.a. will 
be made. Married accommodation may also be available. 

Address written applications, stating age, nationality, 
qualifications with dates, experience, details of previous appoint- 
ments and 2 names and addresses for reference, to W. BOWRING, 
Group Secretary, Pinderfields General Hospital, Wakefield. 
WAKEFIELD. STANLEY ROYD HOSPITAL. Applica- 
tions invited for pest of JUNIOR HOSPITAL MEDICAL 
OFFICER or SENIOR HOUSE OFFICER in Psychiatry. 
Accommodation available for a single person and may be 
available for a married person. 

Address applications, giving - i pescenes particulars, details 
of training, experience, &c., a! names and ad ‘or 
reference, to W. BOWRING, Group , aa, Pinderfields General 
Hospital, W: ‘akefield. 

WALSALL. MANOR HOSPITAL. (333 Beds.) as 
LOGICAL AND OBSTETRIC HOUSE SURGEO Post 
recognised for D.Obst.R.C.0.G. Vacant Ist March, 1088. 

Applications to Group a Walsall Hospital Manage- 
ment Committee, General (Sister Dora) Hospital, Walsall. 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL. (208 Beds.) . yy are invited for,the ne of 
HOUSE SURGEON at the above Hospital. This is re- 
registration post and is rec d for F.R.C.S. Salary accor 
to the National Health Service scale. 

Applications, with copies of recent testimonials, to the 
Administrator. — 
WATFORD, HERTFORDSHIRE. PEACE MEMORIAL 
HOSPITAL, CASUALTY age FF npg House Officer). 
Modern department cmplering ¢ full-time Casualty, Officers. 
my —— for F.R.C.S esident or non-resident. Vacant 
en e 

Aualinatinns, with names of 2 referees, to the Administrator. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens SENIOR REGISTRAR in General Surgery 
required Swansea General Hospital for approximately 3 months 
with a possible extension at the end of that time. 

Applications, naming 2 referees, to Senior ~~ ne 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 


WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR in Pediatrics, based Royal Gwent Hospital, 
Newport. Will also be required to visit neighbouring hospitals. 
Recognised D.C.H. Non-resident. 

REGISTRAR in Anesthetics, based at Ro 5 Gwent Hospital 
Newport, Mon (260 Beds). Post recognised F.F.A.R.C.S. and 

).A.. Non-resident. 

? REGISTRARS in Anesthetics, Glantawe Hospital Man anege 
ment Committee area. Visits to main hospitals in group, inclu 
Swansea (403 Beds) and Morriston (501 Beds). 

Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WELSH REGIONAL HOSPITAL BOARD. Registrar in 
Anesthetics. Based at East ES Hospital, Church Vi mh 
near Pontypridd (a modern general hospital of 316 ~~ 
special departments including thoracic surgery), an 
expected to serve other hospitals in the up. Post edhe bo 
for F.F.A.R.C.S. The sucresatel candidate will be given the 
opportunity ry regularly attending the ie of Anes- 
thetics at Cardiff. Resident, non-resident. Subject to review end 
of first year. 

Application forms from Senior Administrative Medica! Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WESTON-SUPER-MARE GENERAL wee pellet Bod 
Beds.) Applications are invited from registered med 
Soners 3 ~ the on —— appointment (resident ) a HOUSE 

mme 


SUR ate vacanc 
yo~ stating age, qu ifications, ther with names 
and addresses of 2 referees, should addressed to the Secretary, 
Weston-super-Mare Hospital Management Committee. 
































WICKFORD (near), ESSEX. RUNWELL HOSPITAL. 
(1032 Beds.) SENI ‘R HOUSE OFFICER (Male or vomets) 


required for one of the Consultant’s Divisions and to 
outpatient work. Excellent pertaretacts facilities for D.P.M. 
Salary £819 10s., residential cha 0. 

Applications, with copies of test asi. to the Secretary. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (315 Beds.) HOUSE SURGEON (post recognised B.. 
Royal C “Km of Surgeons) hat gp me for general = 
some E.N duties. Approved pre-registration post acai 


28th February 
Applications, with copies of 2 testimonials, to Group Secretary. 


Lyndhurst-road, TH 





nt 





WORTHING HOSPITAL, L 
SUSSEX. (210 Beds—acute general.) The post of HOUS 
PHYSICIAN will be vacant in Febru 
Applications from registered medica ” practitioners, stating 
qualifications, experience, Bo & and enclosing copies 
of? recent ae “ be eng tang bn to the Reagees Secretary 
immediate ¥ KTON, Grou 
Worthing Group Hospital noe Committee. 


Worthin 
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WIGAN. ROYAL ALBERT EDWARD INFIRMARY. U.S.A. UNIVERSITY OF MINNESOTA MEDICAL 

HOUSE SURGEON, pre-registration post. CENTER. ANESTHESIOLOGY RESIDENCIES at the above 
Applications, with names of 2 referees, to Secretary, Wigan Center. 2 or 3-year programme with clinical and didactic 

and Leigh Hospital Management Committee, Knowsley House, instruction in all — of anesthesia. Board approval. Positions 

Wigan. starting every mon 

WOLVERHAMPTON. THE ROYAL HOSPITAL. (An Address, F. H. V ANBERGEN, M.D., ee of Minnesota 

Medical (¢ Maher: Minneapolis 14, Minnesota. 


Associated Hospital of the Birmingham pee see 
School.) HOUSE SURGEON (pre-registration) requ t 
vacant immediately. 

Apply, giving age and qualifications, with copies of 2 testi- 
monials, to the Secretary. 





WOEVERHAMRTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the Birmingham Universit vy. Medical 
School.) HOUSE ‘OFFIC ER (pre- eran) Pa Depart- 


ment.” Post recognised for the}D.L.O. and F.R.C.S . examinations. 


Vacant Ist March. 
Apply, giving age and qualifications, with copies of 2 testi- 


monials, to the Secretary. pil ¥! 
WORCESTER (near). POWICK HOSPITAL. Applica- 
tions are invited for the post of JU NIOR HOSPITAL MEDICAL 
OFFICER (resident or non-r . The post offers experience 
in all branches of psychiatry, including all forms of modern treat- 
ment and outpatient clinics. The Hospital has a high admission- 
rate, is recognised for the D.P.M., and has associated Child 
Guidance Clinics and a Mental Deficiency Institute similarly 
recognised. A psy chiatric hostel for women patients going out to 
daily work and a social therapy — unit will shortly be 
opened. Facilities to attend at the Birmingham Medical School 
for instruction in neurology 

Applications, with full “etails and the names of 2 referees, to 
be forwarded to the Medical Superintendent. 
WREXHAM. MAELOR GENERAL HOSPITAL. 
Beds.) Applications are invited for the posts of HOUSE SUR- 
GEON (2) at the above Hospital, to ommeenes duties on Ist 
February, rit The appointments are d for the dip- 
loma of F.R.C.S. (England, Edinburgh, << reland) and are 
pre- registration posts. 

Applications, stating age, nationality, qualifications and 
experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 

















as possible. 
WREXHAM. WAR MEMORIAL HOSPITAL. (230 Beds.) 
Applications are invited for the posts of HOUSE SURGEON (2) 


at the above Hospital, to commence duties on Ist February, 
for the Diploma of 


1958. The appointments are rec 
F.R.C.S. (England and Edinburgh) and are pre-registration 
osts. 

Applications, stating age, nationality, qualifications and 


experience, with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Maelor General Hospital, Wrexham, as soon 
as possible. 
DUBLIN. ROYAL VICTORIA EYE AND EAR HOS- 
PITAL. OPHTHALMIC HOUSE SURGEON required for duties 
at the above Hospital. Appointment for 1 year from January, 
1958. Salary £275 p.a. with free board, lodging and laundry. 
Recognised for D.O. and D.O.M.S. 

Applications, with testimonials, to be forwarded to the 

strar immediately. 
NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for 2 whole-time posts as REGISTRAR in 
Psychiatry under their Special Care Scheme for 
from arrested or incomplete development of mind. 
and conditions will be in accordance with the application of the 
oe Report to Northern Ireland. 
ss to be made on a form obtainable (with further 

particulars) from the Secretary, Northern Ireland H itals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 14th February, 1958. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as REGISTRAR 
in General Surgery at hospitals managed by the Mid-Antrim 
Hospital Management Committee. The terms and conditions 
will be in accordance with the application of the Spens Report 
to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44—46, Queen-street, Belfast, and to be returned not 
later than 15th February, 1958. 

CANADA. CHILDREN’S HOSPITAL, Vancouver, B.C. 
2 PA,DIATRIC RESIDENTS required for 1-year period com- 
monet Ist July, 1958, for 83-Bed children’s acute and 3 -term 
medical and surgical hospital. 6 months’ credit given Ls Ree: = 
College of Physicians and Surgeons of Canada toward certificatio: 

in peediatrics. Remuneration $175 per month less $20 per ane 9 
accommodation. Married accommodation available. 

Applications, stating age, qualifications, medical school, 
nationality, marital status, accompanied by recent references 
and photograph, should be forwarded airmail to Administrator, 
Children’s Hospital, 250, West 59th Avenue, Vancouver, 15, 
British Columbia. 

B.W.!I. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited for the post of REGIS- 
TRAR in the Division of Surgery at the above-named Teaching 
Hospital. The successful candidate will be required to com- 
mence duties on or about Ist May, 1958. The appointment will 
be for 1 year in the first instance, subject to renewal. Sa wi 
be within the scale £900-£100-£1100/£1200-£100-£1500 p.a., 
dopending on previous experience and qualifications. Unfur- 
nished accommodation wi ay provided tt a deduction of 5% 
of salary. Return p by sea will be paid for 1 person only, 
from and to the country of recruitment. 

Further information may be obtained from the Hospital 

r and Secretary, University College Hospital of the 
West Indies, Mona P.O., Jamaica, to whom applications, stating 
age, nationality, ae yt of qualifications and experience, together 
with the names and addresses of 3 referees, or copies of 3 recent 
+ cs aeaa be addressed not later than 22nd February, 


























Public Appointments 


FACTORY DOCTORS. Factories Acts, 1937 and 1948. 
The followi appointment as mys gee Factory Doctor is 
vacant. Apply be ae Inspector of Factories, a9, St. James’s- 
square, London, S.W. 
District 
CLITHEROE 





Latest date for receipt 
County of applications 

. LANCASTER . 8TH FEBRUARY, 1958 
SECOND ADVERTISEMENT 
WESTMINSTER CITY COUNCIL AND HOLBORN 
BO norm COUNCIL. Joint appointment of DEPUTY MEDICAL 
OFFICE OF HEAL (permanent superannuable post). 
Salary 22050-2108 £2565 p.a. Applicants to be red 
medical practitioners and to hold a registered public health 
qualification ; e under 46 ~— at Ist January, 1958. The 
= Seats will act as Deputy Medical Officer of Health 

‘or th oroughs. His services will be allocated in the proportion 
of 3/4ths to Westminster 4 1/4th to Holborn. 

Applications (marked “ Deputy Medical Officer of Health ”’), 
stating age, war service, oa ications, present and past appoint- 
ments, with names of 3 referees, to the Town Clerk, Westminster 
a Hall, Charing Cross-road, London, W.C.2, by th February, 


Applications received in reply to the first advertisement will 
be reconsidered if the candidates so request. 
COVENTRY CORPORATION require School Medical 
OFFICER AND ASSISTANT MEDICAL OFFICER OF 
HEALTH (joint post) for duties connected with medical eet 
tion and clinic treatment of schoolchildren, maternit d child 
welfare work and such other duties as the Medi Officer of 
Health and Principal School Medical Officer may include from 
time to time. Qualifications/experience ascertainment of 
handicapped pupils an advantage. Salary £1050-£1475. Com- 
menens according to experience/qualifications. 

Application forms, &c., from Medi “Officer of ‘Health, New 
Couneil Offices, Coventry, returnable without delay. 
Public Health Department. 











LEEDS. CITY OF LEEDS. 
A lications are invited from suitably qualified an 

r Female medical practitioners for the post of TANT 
MEDICAL OFFICE ‘or general work in the Babli Health 
Department. The duties of the appointment mainly work 


in connection with immunisation and infectious diseases control. 
geen f will be given to the successful candidate to take the 
art-tim: P.H. course at the Leeds University if it is so 
esired. The Medical Officer appointed will work under the 
immediate direction of the Medical ir of Health and his 
Deputy. Salary scale £1050 p.a., rising annual incremen 
£50 to a maximum of £1475. 
salary, due consideration will be given to 
qualifications. The first increment will 
following the completion of 6 months’ satisfactory . 
person appointed be required to pass a medical e 
and to contribute to the ‘superannuation fund established wader 
the Local Government Superannuation Acts, 1937-53. 
popiections, endorsed ‘‘ Assistant Medical cs agg _— ~ 
delivered at the Public Health Department, 25, 
Leeds, 1, not later than 10 a.M. on Monday, bay aah A 
Canvassing in any*form, either directly =% 


disqualification. G. Dav 
Medical Officer of Health. 


LINCOLN. COUNTY OF LINCOLN. Parts of Holland. 
Appointment of DISTRICT MEDICAL OFFICER OF 
PORT MEDICAL OFFICER AND ASSISTANT 
COUNTY MEDICAL OFFICER OF HEALTH. ipomecsens 
are invited from persons qualified in accordance 
Officers (Outside London) Regulations, 1935 and 1951, for the 
mixed appointment of : 
(a) Medical Officer of ‘Health and Port Medical Officer for the 
Borough of Boston (3/11ths). 
©) te Officer of Health for the Rural District of Boston 
(3/11 
(c) Assistant Douaty Medical Officer of Health (o/ttths) 
Private practice ~will not be permitted. The 
determined at the ~— | of appointment es 
than £1600 4s. 6d. and rising on a scale to a maximum of not 
less then £1961 13s. 11d. Car allowance on the prescribed scale. 
Application forms with particulars and conditions of pppoint- 
be obtained from the County Medical Officer of a 





ment ma: 
County Hall, Boston, to whom they should th en by 
8th February, 8. H. A. H. W. 

10th January, 1958. Clerk ot t the County oir Count 





Se ae CITY OF NOTTINGHAM HEALTH 
SERVICES. Applications invited for copa s of ASSISTANT 
MEDICAL ri FICER for duties which will include — —_ 
child health and vaccination and immunisation. P 

the D.P.H. an advantage. Post eye rannuable subject 
medical examination. Salary £1050-£1475 p. a. Cor 

salary acco’ to local- By agp —— 

A lication forms to m Medical Officer of 
Hea Huntingdon-street, Nottingham, and to be returned to 
him by 8th February, 1958. T. J. OWEN, Town 
SOUTH CORK BOARD OF PUBLIC ASSISTANCE. 
Vacancy for SENIOR HOUSE PHYSICIAN, St. Finbarr’s 
Hospitals. Remuneration, £676 p.a. 

Application forms and particulars may be obtained from the 
County Manager, Pouseness, Cork, with whom completed appli- 
cation forms should be lodged not ‘later than 5 P.M., on Friday, 
31st January, 1958. 
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SOUTH WESTERN GAS BOARD. wm are 
invited for the post of ASSISTANT MED C: OFFICER 
(part-time), mobile in the part of the Board’s area — a radius 
of about 45 miles from Bath. The salary will be on the recognised 
scale for part-time industrial medical officers, based on approx- 
imately 8 hours per week. 

Applications should be sent by 8th February to Chief Medical 
Officer, 9a, Quiet-street, Bath, and further particulars can be 
obtained from him. 

GOVERNMENT OF ADEN PROTECTORATE. Applica- 
tions invited from doctors with medical qualifications registrable 
in United Kingdom for following posts of a pioneering nature, in 
Aden Protectorate Health Service. 

OPHTHALMOLOGIST to be based on Makhzan, Western 
Aden Protectorate, where there is a developing base hospital and 
a health service training centre, but about half time to be spent 
= tour in both Western and Eastern Protectorates working in 

ospitals, health units and in the field, and training sub-pro- 

ssional staff in simple eye work. Private practice allowed, but 
———- limited. Candidates must possess F.R.C.S. and D.O.M.S. 
or equivalent, and practical experience in a public institution. 
Knowledge of Arabic and hot countries an advantage. 

WOMAN MATERNITY AND CHILD HEALTH SPECI- 
ALIST to be based on Mukalla, Eastern Aden Protectorate, 
where there is a a my! base hospital and a health services 
training centre, but about half time to be spent on tour in both 
Protectorates, working in hospitals, health units and in the field, 
and training sub-professional staff in nursing, midwifery and 
M.C.H. work generally including home visiting. There will be a 
matron colle e. Candidates must possess F.R.C.S. or 
M.R.C.O.G. and have good experience in gynecology, obstetrics 
and child health. Knowledge of Arabic and service in Arab 
communities an advantage. Limited private practice allowed. 

Appointments on contract for 1 tour of 24 months in the first 
instance with gratuity (taxable) of £37 10s. for each completed 
3 months of service, —— on satisfactory completion of 
contract. Salary for both appointments £2400 a year. Following 
allowances also payable :— 

(a) Outfit allowance £60. 

(6) Education allowance for children between 8 and 18 under- 

going full-time education outside Aden. 

(c) Protectorate allowance from £144 to £168 a year. 

Furnished quarters at low rental. Income-tax at local rates. 
Free passages for officer, wife, and up to 3—4 children under age 18. 
Generous home leave after each tour. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD. 117/2/010). 
GOVERNMENT OF NORTHERN REGION, NIGERIA. 
Applications invited from doctors with medical a 

— in the United Kingdom for the following appoint- 





MEDICAL OFFICERS for general duties which may include 
charge of a large hospital and its administration, or rural health 
duties which will require living under bush conditions. “ R” 

ractitioners, i.e., practitioners liable for call-up under the 
National Service Acts, may apply and, if oes, will be 
granted indefinite deferment of call-up on completion of 2 years’ 


service. 

MEDICAL OFFICER OF HEALTH for administration of 
preventive medical service and control of sanitary matters 
(including statutory duties of a Medical Officer of Health), or 
if posted to an airport the duties of Port Health Officer. May be 

—— to perform general duties of Medical and Health Officers 

other duties in connection with epidemic diseases. Possible 
posting to undertake rural health work includ: medical surveys 
and mass treatment of endemic diseases. ‘andidates must 
possess D.P.H. Diploma in Tropical Hygiene an asset. 

Appointment may be :— 

(a) on 3 years’ probation for permanent and pensionable 
employment. Pension (non-contributory) at rate of 1/600th of 
final pensionable emoluments for each completed month of 
reckonable service ; 

(6) from National Health Service, officer retaining superannua- 
tion ype up to 6 years and receiving a gratuity (taxable) of 

20% of aggregate of salary. (Salary for officers appointed under 
(a) or (b) ranges from £1212 to £1950 p.a.) ; or 

(c) on short-term contract (2 tours each of 12-24 months) 
with salary £1434-£2286, and gratuity (taxable) of £37 10s. for 
each completed rae of 3 months’ service (including leave). 

Quarters poo d at low rental. Taxes at local rates. Annual 
Sy permissible ; generous home leave granted after each tour. 

passages in both directions for officer and wife ; assisted 
er for children. Allowances for children of £120 a year for 
it child, 296 for second and £72 for third. 
he Ortice of the Northern Region of Nigeria, Nigeria House, 
m3. Wt, -avenue, London, W.C.2, would be pleased to 
answer questions relating to conditions of service, climate, &c., 
in the Region. 

Application forms from Director of peeeement, Colonial 
Office, London, S.W.1 (quoting BCD. 117/408/03 
NEW SOUTH WALES, AUSTRALIA. Department of 
PUBLIC HEALTH. MEDICAL OFFICER OF HEALTH, Lismore, 
New South Wales. Salary £A2740 p.a. Applicants must possess 
the Diploma of Public Health or equivalent qualifications. 
Duties will include the supervision and co-ordination of public 
health activities involving a ve close relation with Local 
Authorities within the Richmond-Tweed Health District. The 
successful SA, peenrry will be responsible for the supervision of 
environmental] sanitation and hygiene, notification and investiga- 
tion of infectious diseases, conducting medical examinations, and 
for the implementation of policies determined by the Department 
= Public Health saving. § app — to the particular area. 

Successful applicant will be ble, subject to medical fitness, 
to contribute | to the New Ibe el fales superannuation fund. First- 
class ship fares to Sydney of <ooeemee and his family will be paid. 

Applications (4 copies), including the names of 2 persons from 
whom testimonials can be obtained, should be lodged at the 
office of the Agent General for New South Wales, 56, Strand, 
London, W.C.2, by 12th February, 1958. 








WALSALL. COUNTY BOROUGH OF WALSALL. Appli- 
cations are invited from qualified medical practitioners for the 
post of DEPUTY MEDICAL OFFICER OF HEALTH at a 
salary of £1486 p.a., rising by annual increments of ag ty 
£50(1)-£1756 p.a. Applicants must possess the D.P.H. and 
should be approved in connection with the ascertainment of 
educationally subnormal children. Commencing salary according 
to qualifications and experience. 

Further particulars and forms of application for the yey 
ment may be obtained from the undersigned. Closing date for 
applications, Monday, 10th February, 1958 

W. STALEY BROOKES, Town Clerk. 

Council House, Walsall. 

YORKSHIRE. COUNTY COUNCIL OF THE WEST 
RIDING OF YORKSHIRE. Apolicedions -_ fig from 
medical practitioners, Mer 


registered 
or the post § ASSIS- 
TANT COUNTY MEDIC “AL. OFFIC TR rx! SCHOOL MED- 
ICAL OFFICER in the Brighouse area of the Seonn: The 
Assistant will be on the staff of the County Medical Officer’s 
Department but will work under the administrative direction of 
the Divisional Medical Officer for the area. The duties will be 
mainly clinical in the School Health and Infant Welfare Services 
but other County health duties may be included by the Divisional 
The scale of salary is £1050-£1475 p.a. min- 
imum of 3 years’ experience since qualification is desirable and 
the possession of a Diploma in Child Health will be an advantage. 
Travelling and subsistence allowances according to the County 
Council’s scale are payable in addition to salary. The post is 
superannuable and the successful een will be req d 
pass a medical examination as to physical fitness. 
Forms of application can be obtained from the undersigned, 
to whom they should be returned not later than 10th February, 


Medical Officer. 








1958. J. Woop-Wi11so0n, County Medical Officer. 
County Hall, Wakefield. 

For an Executive Council post (England and Wales) apply or form E.C.16a 
obtainable from the council. Mark envelope ** Vacanty."" 
WETHERSFIELD, ESSEX. Applications invited for 
retirement VACANCY. (Rural—restricted area. List at 


present approximately 1300. Residence and surgery accommo- 
dation not available. Apply on Form E.C.16a by first post 
on 4th February, 1958, to— 
BERGDARL, Clerk of the Council. 
Essex Executive Council, 131/ 3, p— rook-road, 
Leytonstone E. ll 


Hospital Services: Non-Medical Appointments 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY. Applications are invited for the 
ost of SENIOR ELECTRO-ENCEPHALOGRAPHER sents 
) at the Manchester Royal Infirmary. S according to 
Whitley Council scale. 
Applications should be addressed to Dr. F. R. 
Department of Neurology, Manchester Royal Infirmary, 
chester, 13, within 2 weeks of the appearance of this notice. 


Miscellaneous 


Medical Officer required by Mining Company in Sierra 
Leone. Applicants should have wide peaece a experience 
and ability to do —_ ney surgery. an advan . 
Commencing paar © 400 p.a., plus 5 % yt to for 
man, £10 per month marriage allowance vand £5 per month for each 
child under 18. Salary reviewed annuall tirement under 
contribution pension scheme at age 55. ours of of duty ae eUK. 
imately 15 months followed by liberal leave on full 
Return passage ae furnished quarters. tite x assurance 
and dependants ncome schemes. Write, giving full particulars, 
stating age, married or single, to SIERRA LEONE DEVELOPMENT 
Co., Ltp., Dept. MO.2, City-Gate House, Finsbury-square, E.C.2. 
Doctors needed for construction projects in Persia, startin 
between now and June. 1 year contract ; longer it decteed 
£2200, tax-free ; transportation and living expenses paid. 
Considerable free time for study if desired. wd. —Picens write to 
PETER BURGESS, M.D., P.O. Box 1601, Tehran, Iran. 
irish Medical Association. ly pene peony are invited for 
the post of Medical Secretary and should be sent on or before 
12th February, 1958, to the Honorary Secretary, Irish Medica? 
fe yee ae 10, Fitzwilliam- -place, Dublin. Applicants must 
— e) a aeadie alification. 
the post can be obtained on application to the 
Irish “Mtedionl ‘Asconiahion Office, 10, Fitzwilliam-place, Dublin. 
‘s tionist, 5 years’ experience, seeks post, 
preferably ‘in the Midlands.—Address No. 359, THE LANCET 
ce, 7, Adam-street, Adelphi, London, W.C.2. 
Canada. For di lin Eastern Canada, general practice 
in lovely countryside, 25 miles from University town. ood 
— — —_ d accepted. Very little capital 
+ — by - lling price, less than 6 months’ income, includes 
complete f__.. house furnis with modern kitchen —. 
ment and office equipment. Pleasant practice for 
energetic married man. Available end June.—Repl ‘Address 
wae THE Lancet Office, 7, Adam-street, Adelp oan. 


ied: Write to 
8.W.1 








FERGUSON, 





























lk ti th 





uiring . 
ESTMINSTER) LTD., 98, 
Mic ® 0141), who are specialists. 
“Pregnancy Diagnosis by the Xenopus Method”, 24~hour 
service. Send specimens of e and £2 2s. fee. Hematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 


Gostece r Pp 
Victoria-street, 
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Inability to take aspirin... 


.. . indicates 


Cc. 


IT WAS RECENTLY reported (Brit. med. J., 1: 444, 1957) that 
of 178 rheumatic patients, 25°, could not take plain aspirin in 


adequate dosage. 


Of this 25%, however, the great majority tolerated a 


modified aspirin such as Paynocil. 


Not only are Paynocil tablets usually well tolerated by the 
stomach (even on the heavy dosage needed for rheumatoid 
arthritis), but they are extremely palatable, disintegrate instantly 
on the tongue without water, and cause no discomfort or 


unpleasant after-sensation. 


PAYNOCIL 





non-irritant, palatable, 
quick-dispersing aspirin 


FOR ADULTS 


PAYNOCIL 


EACH TABLET CONTAINS 
Acetylsalicylic acid ......ccccccccsees 10 grains 
Reminaatetis O0tB ss 6.660560 ccccsecses oe 5 grains 


PACKAGES in sealed foil strips : 
Cartons of 18. 
Dispensing packs 
of 240: basic 
N.H.S. cost 
(tax free) 
21/8d. 





FOR CHILDREN 


Junior PAYNOCIL 


EACH TABLET CONTAINS 
Acetylealicylic acid ....cccccececces 24 grains 
PIE 5.566 nrtetscdsccses 1} grains 


PACKAGES in sealed foil strips : 
Cartons of 20. 
Dispensing packs of 
240: basic N.H.S. <a 
cost (tax free) ‘ 
12/-. 





Detailed recommendations for dosage in rheumatoid arthritis 
will be gladly supplied on request 


L. BENCARD LTD. 


PARK ROYAL, 
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for chilblains... 


\ 

\ 

\ 

\ 

\ 

\ [§ STEROGYL-15 
\ i ,000 IU. VITAMIN D2 
\ 

\ 

\ 

\ 

\ 

\ 


as 
t 


oral — massive dose 


One ampoule weekly for three consecutive weeks 
ALCOHOLIC FOR ADULTS OILY FOR INFANTS 


R L}) 843-847 Harrow Road London N.W.10 Ladbroke 6611 


\ 
‘ 
\ 
\ 
N 
jy doses 60% success \ 
\ 
\ 
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